


The Fournal of the 
International College of Surgeons 


Official monthly publication of the International College of Surgeons 


CONTENTS VOLUME 32, NUMBER 4 
OCTOBER, 1959 


GENERAL SURGERY 


Norethandrolone (Nilevar) in the Treatment of Severely Burned Victims 
OF URNOy MRERCRIEEO SO RPOON MOET Sc ook tess nnn Se sree eta ie sal nvetha toa le ob Gelele seal 


W. J. Kroulik, M.D., A.I.C.S., Chicago, Illinois 


Congenital Absence of the Gallbladder: A Statistical Study ..................00-- 369 
Stanley Edwin Monroe, M.D., F.1.C.S., Chula Vista, California 


GENITOURINARY SURGERY 


Relative Hypospadias Potentiated by Inadequate Rupture of the Hymen: a Cause 
of Chronic Inflammation of the Lower Part of the Female Urinary Tract......... 374 


Robert P. O’Donnell, M.D., F.1.C.S., Las Vegas, Nevada 


NEUROLOGIC SURGERY 


Urevertin: Oranial Trauma: ane Brain SOreeny |e es 66 oho toa SES Sige s 
Z. E. Taheri, M.D., F.A.C.S., F.1.C.S., D.A.B., Bay City, Michigan 


OBSTETRIC AND GYNECOLOGIC SURGERY 


Suppression of Lactation with Single-Dose Hormone Medication.................. 


Edouard Eichner, M.D., F.A.C.S., F.1.CS., D.A.B., Marvin Brown, M.D., 
and Morris Sable, M.D., Cleveland, Ohio 


ORTHOPEDIC SURGERY 
Conservation of the Limb in Surgical Treatment of Tumors of the Long Bones... 400 


A. K. Saha, M.Ch., F.R.C.S. (Eng.), F.I.C.S., Calcutta, India 








OTORHINOLARYNGOLOGIC SURGERY 
Circumferential Wiring as an Aid to the Management of Maxillofacial Fractures. . 


A. P. Panagopoulos, M.D., F.1.C.S., Chicago, Illinois 


The Treatment of Inflammation in Otolaryngologic Practice: the Use of 
Pep MA Ten RETA OREN este) Dg ah og cy) Sew go Gov ees inte s a vie! 4G bias oS Riglgieisie ware 


David A. Dolowitz, M.D., Salt Lake City, Utah 


PROCTOLOGIC SURGERY 


The Postoperative Anal Skin Tab: Cause and Prevention..................0000: 


Irving Rosenberg, M.D., Philadelphia, Pennsylvania 


SECTION EN FRANCAIS 


Valeur Diagnostique de la Laparophotographie ............... ccc ee eceeecees 
J. Caroli, M.D., et A. Foures, M.D., Paris, France 


SEZIONE IN ITALIANO 


Primi Risultati Positivi nella Realizzazione del Rene Artificiale................. 


Giulio Bernardini, M.D., F.1.C.S., Taranto, Italy 


SECCION EN ESPANOL 


Consideraciones Clinical-Pathologicas en la Cirugia de la Vesicula Biliar......... 


Gustavo Villate, M.D., Chicago, Illinois 


EDITORIALS 


eR EES IPR NE REC DUNISE 60555 vino o's vse iba bs 6,0.0io bw bie 010.0 blows oie e004 8% 
Eugene F. Lutterbeck, M.D., F.A.C.S., Chicago, Illinois 


The International College of Surgeons and the Health of Our People............... 
The Hon. J. Lister Hill, U.S. Senator from Alabama, Washington, D.C. 


I eS aa A ogee ga savy ole GIS cre Bp in A aiaste, b-5° 0 Ole T0018 Ae aly AaB ed 4g o515, SNES Ae aap 


Pe er SE U2 RR a a ea 


405 


431 








se 4) 
TR aN 
ver 
+ 
se 


ZA® 


ae 





SSS IEN 
GLLEGE_ INTERNATIONAL »«_CHIRURGIENS 


FOUNDED BY DR. MAX THOREK 


Che Journal of the 
International College of Surgeons 


FOUNDED IN GENEVA, SWITZERLAND, 1935 - INCORPORATED IN WASHINGTON, D. C., 1940 





Vol. 32 


OCTOBER, 1959 


No. 





General Surgery 





Norethandrolone (Nilevar) in the Treatment 


of Severely Burned Victims of the Chicago 
School Fire 


W. J. KROULIK, M.D., A.I.C.S.* 
CHICAGO, ILLINOIS 


or other origin, universally exhibit 

significant depletion! of nitrogen 
stores from their bodies. This phenomenon 
persists for many days after the insult 
and results in a slower rate of healing and 
a poorer prognosis. In order to offset this 
catabolic reaction, diets high in calories, 
proteins, vitamins and minerals have or- 
dinarily been provided from the third or 
fourth day onward; the catabolic phase, 
however, usually has continued in the face 


Ver othe of severe burns, of thermal 
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of such measures for a considerable length 
of time. 

That testosterone propionate and other 
androgenic substances? restore anabolism 
and induce a positive nitrogen balance has 
been known for many years. When used 
clinically, these steroids often produce an- 
drogenic side effects* that largely preclude 
their use in children or in female patients. 
A synthetic steroid, norethandrolone 
(Nilevar), which has recently been intro- 
duced as an orally administered anabolic 
agent possessing only minimal androgenic 
side effects, has been recommended as part 
of the total treatment of persons subjected 
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The program of treatment for 33 
victims of fire at Our Lady of the 
Angels School in Chicago is re- 
viewed. Immediate action on arrival 
of the children included prevention 
of secondary shock, administration 
of intravenous fluids, introduction of 
indwelling urinary catheters and, for 
1 child, immediate tracheotomy. Pain, 
apprehension and restlessness were 
controlled by promethazine. Bacterial 
infections, which occurred in all 33 
children, were controlled by novo- 
biocin and nitrofurantoin. Diets high 
in protein, vitamins and minerals 
were prescribed, and a new ana- 
bolic steroid, norethandrolone, was 
observed to promote appetite and 
gains in weight. It was also the im- 
pression of the investigator that this 
agent speeded wound healing and 
promoted healing of microsized skin 
gratts. 











to burns or trauma. This recommendation 
has been made on the basis that norethan- 
drolone produces protein anabolic activity 
which promotes faster healing and a posi- 
tive nitrogen balance, but produces fewer 
androgenic effects in children and females. 

Recently an opportunity was presented 
for observing the efficacy of norethandro- 
lone in a group of 33 children who were 
severely burned in the fire at Our Lady of 
the Angels school in Chicago. Of those 
children who were hospitalized as the re- 
sult of burns and other trauma, 34 were 
brought to the Franklin Boulevard Com- 
munity Hospital. One child, suffering from 
burns on 90 per cent of his body surface, 
died six days after admission. Of the re- 
maining 33 children, 15 had first-degree 
burns on 18 per cent or more of their 
bodies; 8 had second-degree burns on 15 
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per cent or more of their bodies, and 7 
had third degree burns on 9 per cent or 
more of their bodies. 

Immediately upon arrival, all children 
were given intravenous fluids to replace 
the plasma fluids lost in the form of exu- 
date through the burned surfaces. Second- 
ary shock resulting from the loss of such 
fluid is an imminent danger to such pa- 
tients, and its prevention takes precedence 
over all other procedures during the first 
stage of treatment. The veins in these 
children were not readily accessible, so 
that an immediate “cut-down” in a major 
vessel was indicated. The “rule of 9,” i.e., 
the head, 9 per cent of the body surface; 
each arm and hand, including the deltoid, 
9 per cent; each foot and leg as far up as 
the inferior gluteal fold, 18 per cent; front 
and back of trunk, 18 per cent each; and 
neck, 1 per cent, was applied to determine 
the percentage of the body area burned. 
Evans’ rule (2 cc. per kilogram of body 
weight, multiplied by the percentage of 
body surface affected) was applied to de- 
termine the amount of intravenous fluid to 
be given. 

During the first twenty-four hours the 
children were given an intravenous fluid 
composed of 33 per cent colloid solution 
(both whole blood and plasma were used) 
and 66 per cent electrolyte solution (5 per 
cent lactose and 5 per cent dextrose in 
water, and 5 per cent dextrose in saline 
solution were used). Immediate and re- 
peated tests (serum sodium, serum cal- 
cium, blood volume, blood type and hema- 
tocrit reading) were made on each patient 
to determine the degree of hemoconcentra- 
tion, and the types and contents of the 
fluid being administered were adjusted ac- 
cording to these data. Protein concentra- 
tion of the plasma was usually above nor- 
mal during the first six to eight hours, 
then declined rapidly to below normal. 
Destruction of red blood cells was severe, 
and numerous transfusions were required 
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TABLE 1.—Types of Bacterial Infection and Antibiotic Sensitivity 
In 33 Severely Burned Children 








Species of Per Cent Antibiotic Per Cent Per Cent 
Bacteria Infected Tested Sensitive Resistant 
Staphylococcus 
albus (coag. 
negative) 31 Novobiocin 100 
Erythromycin 66 34 
Chloramphenicol 66 34 
Tetracycline 34 66 
Penicillin 34 66 
Staphylococcus 
aureus (coag. 
positive) 23 Novobiocin 100 
Erythromycin 66 34 
Tetracycline 100 
Chloramphenicol 66 34 
Penicillin 100 
Staphylococcus 
aureus (coag. 
negative) 8 Erythromycin 100 
Novobiocin 100 
Chloramphenicol 50 50 
Pseudomonas sp. 10 Nitrofurantoin 100 
Coliform bacilli 8 Nitrofurantoin 50 50 
Neomycin 66 34 
Polymyxin B 66 34 
Proteus sp. 8 Nitrofurantoin 100 
Chloramphenicol 100 
Streptomycin 100 
Bacillus subtilis q* 





*This was found to be a contaminant rather than an actual infection in the children. 


to alter low red blood cell counts and low _—_ content were allowed. The use of an artifi- 
hematocrit levels. cial kidney was resorted to in 1 child. By 

An indwelling urinary catheter was in- | this means 6 to 8 liters of fluid was re- 
troduced immediately into each child’s | moved per day, with a concomitant lower- 
urinary bladder, and the output of urine ing of his urea and urea nitrogen levels. 


measured hourly; an output of 30 to 50 ce. In 1 child, inhalation of hot air had 
per hour was considered satisfactory. The created edema of the glottis. An immediate 


output was regulated by the amount of | tracheotomy was performed to relieve ob- 
fluids administered. As soon as it was struction of the air passages. 

being satisfactorily maintained, oral fluids Pain, restlessness and apprehension 
in the form of water, orange juice and a _— were well controlled by the administration 
carbonated beverage high in carbohydrate of 12.5 mg. of promethazine (Phenergan) 
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every six hours, on the average. Morphine 
was not used for this purpose during the 
first stage of treatment, because of its 
tendency to depress respiratory activity. 
On the other hand, promethazine not only 
exerted the desired tranquilizing effect but 
did not exert any observable depressant 
influence on the respiratory system. 

Development of edema, loss of fluids 
through exudate from burned surfaces and 
extreme hemoconcentration reached a cli- 
max in all patients during the first twenty- 
four to forty-eight hours. Treatment of 
these conditions was adequate to maintain 
life in all but 1 patient, referred to pre- 
viously. 

Only after the children had passed their 
crises and shock or stoppage of air pas- 
sages was not likely was local treatment 
of burns instituted. Preliminary cultures 
were taken from the burned areas, and a 
cleansing débridement of all wounds was 
carried out. Both the open and the closed 
methods of treating burned areas were 
used. In instances in which dressings were 
applied, this procedure was carried out 
immediately; such dressings were satu- 
rated with the antibiotic nitrofurantoin, 





TABLE 2.—Weight Gain of Eight Severely Burned 
Children Treated with Norethandrolone Compared 
with That of Two Untreated Controle 








£ PY 4 2 

18 | hey 
2 < & 

Zz Ez 33 zes se BS 
J. K. 82 15 mg./day 8 94 14.6 
D. V. 75 10 mg./day 6 80 6.6 
T. D. 69 10 mg./day 12 81 17.4 
Dae 64 10mg./day 12 a. aS 
P.D. 101 £20 mg./day 38 110 8.9 
R. Q. 74 10mg./day 10 89 20.2 
D. D. 78 15 mg./day 12 92 17.9 
M. P. 72 10mg./day 12 76 18.7 
F. C. 72 none 6* 70** none 
ASA. 59 none 12* 61*%* 1.3 





*Period of observation. 
**Weight at end of observation period. 
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so that bacterial multiplication was inhib- 
ited. Thereafter, fresh dressings were ap- 
plied every three days. 

Bacterial infection of wounds occurred 
in all children (Fig. 1). Approximately 31 
per cent of the children were infected by 
Staphylococcus albus, coagulase negative; 
23 per cent by Staph. aureus, coagulase 
positive; 8 per cent by Staph. aureus, co- 
agulase negative; 15 per cent by pseudo- 
monas sp.; 8 per cent by coliform bacilli; 
8 per cent by proteus sp., and 7 per cent 
by Bacillus subtilis. Individual sensitivity 
tests were performed on cultures from 
each patient, and it was found that 100 
per cent sensitivity to novobiocin was ex- 
hibited by the coagulase-positive cultures 
of Staph. aureus; therefore, novobiocin 
was the drug of choice. Other antibiotics, 
which were less effective, included eryth- 
romycin, 66 per cent sensitive; chloram- 
phenicol, 66 per cent sensitive; tetracy- 
cline, 66 per cent resistant, and penicillin, 
66 per cent resistant. 

Erythromycin and novobiocin were 
found to be the drugs of choice for infec- 
tions with Staph. albus, coagulase nega- 
tive, since all such cultures were 100 per 
cent sensitive to these antibiotics. Only 
50 per cent of these cultures showed sen- 
sivity to chloramphenicol. With regard to 
pseudomonas sp., nitrofurantoin was the 
drug of choice, since laboratory tests 
showed 10 per cent sensitivity. 

It was interesting to note that in every 
child, after each episode of débridement 
generalized septicemia developed, lasting 
for approximately twenty-four hours. An 
intravenous antibiotic of the appropriate 
type was administered for prompt control. 
Further, it was noted that, if a child had 
a staphylococcic infection, the same strain 
would develop in the other children in the 
room. Semi-isolation was therefore im- 
posed for all the children when infection 
developed, and dressing and redressing of 
wounds were carried out under sterile con- 
ditions in an operating room. 
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The total treatment of patients with ex- 
tensive burns is dependent‘ upon main- 
tenance of proper protein levels in the 
blood. During the first stage protein was 
supplied to these children primarily by 
the intravenous route. This means of ad- 
ministration, however, was augmented as 
soon as possible by high levels of dietary 
protein and by the administration of nor- 
ethandrolone, a protein anabolic agent. 
Only in this manner was it possible to 
overcome the extreme losses of plasma 
protein from burned surfaces and tissue 
loss caused by toxic destruction. A con- 
tinued supply of large amounts of protein 
was necessary to provide for repair and 
new growth in the burned area as well as 
for maintaining the patients’ resistance to 
overwhelming infection. 

All of the children were given diets high 
in protein, vitamins and minerals. In addi- 
tion, 8 were given norethandrolone for 
three to nine weeks; 28 were given nor- 
ethandrolone for less than two weeks, and 
2 were given no norethandrolone. All other 
medical measures, nursing care, etc. were 
basically the same for all. 

Progress of the 8 patients treated with 
norethandrolone for three to nine weeks 
and that of the 2 patients who were given 
no norethandrolone are shown in Figure 2. 
The norethandrolone-treated group gained 
from 5 to 15 pounds (2.3 to 6.8 Kg.) dur- 
ing therapy for an average of a 14.6 per 
cent gain in weight over that recorded at 
the time of their admission. In all of these 
children a voracious appetite developed, 
while those who were not given norethan- 
drolone had a much poorer appetite during 
their stay. One patient (Fig. 2) not treated 
with norethandrolone lost 2 pounds (0.9 
Kg.) during six weeks in the hospital, 
while the other gained 2 pounds. Doses in 
the treated group ranged from 10 to 20 
mg. daily, the drug being given orally in 
tablet form. 

The mechanism of action of this new 19- 
nor steroid is not completely understood ; 
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it is known, however, to induce anabolism 
of protein, as measured® by balance 
studies. A number of investigators have 
reported that norethandrolone will in- 
duce weight gain in both children® and 
adults? who are underweight and that it is 
relatively free from the androgenic side 
effects associated with many anabolic 
steroids. Although no reports of its ad- 
ministration to patients with extensive 
burns have previously been reported, nor- 
ethandrolone has been shown in several 
studies to promote healing® of other types 
of wounds. In this study, its value to vic- 
tims of extensive burns has been con- 
firmed; it promoted a gain in weight in 
all patients treated for three or more 
weeks and seemed to promote a feeling of 
well-being. In addition, although it was 
not possible to prove by objective testing, 
it was the impression of the investigator 
that healing of wounds in the treated pa- 
tients took place more rapidly than in the 
2 patients who were not given the drug 
(the 2 untreated patients remained in the 
hospital two weeks longer than the aver- 
age stay of Nilevar-treated patients). 

The case histories of 2 patients, one 
treated with norethandrolone and one not 
so treated, are here presented. 


REPORT OF CASES 


CASE 1.—T. D., a girl aged 10, suffered sec- 
ond and third degree burns on both arms, 
second degree burns on the chest and face and 
a first degree flash burn of the eyes, totaling 
18 per cent of the body surface. Immediately 
after she was admitted to the hospital on the 
afternoon of Dec. 1, 12.5 mg. of promethazine 
was administered intramuscularly to control 
pain and apprehension. Demerol, 25 mg. intra- 
muscularly, was also administered. Loss of 
fluid from the body required immediate intra- 
venous administration of 500 cc. of plasma. 
Sterile petrolatum dressings were applied to 
both arms and both hands while the open 
dressing method was resorted to in the case 
of the face and chest. Cortisone acetate oph- 
thalmic ointment was applied to the eyes. Dur- 
ing the first twenty-four hours the patient 
was given, intravenously, solutions consisting 
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of 5 per cent dextrose in saline and 5 per cent 
lactose in Ringer’s solution, in addition to 500 
cc. of whole blood. Oral feedings of fruit 
juices and a carbonated beverage were ini- 
tiated on the third day after the injury. Be- 
ginning on the fourth day, 10 mg. of norethan- 
drolone was administered daily for three 
months. On the third day after the injury, 
sterile débridement of wounds was carried out 
and all necrotic tissue removed. Blisters were 
opened and cultures taken for determination 
of the appropriate antibiotic to be used. 
Dressings were then applied under sterile con- 
ditions, and the procedure was repeated every 
three days until healthy granulation tissue 
developed. Split thickness skin grafts were 
used on the flat surfaces, while micrografts 
were applied to the webbed area of the fingers. 
Skin graft dressings were allowed to remain 
in place for seven days to insure proper heal- 
ing. All skin grafts “took,” and healing of 
the burned surfaces was uneventful. The pa- 
tient was released on March 15, three and one- 
half months after the injury occurred. During 
her stay in the hospital she had gained 8 
pounds (3.6 Kg.). 


CASE 2.—A. A., A girl aged 9, sustained 
second and third degree burns on both lower 
extremities, totaling 18 per cent of the body 
surface. Initially she was given 500 cc. of 
plasma, 500 cc. of whole blood, 1,000 cc. of 
lactose in Ringer’s solution and 1,000 cc. of 
dextrose in saline solution. Sterile petrolatum 
dressings were applied, with compression to 
both lower extremities. Three days after ad- 
mission, débridement of wounds and removal 
of necrotic tissue were carried out under ster- 
ile conditions. A tissue culture was taken at 
this time and laboratary studies carried out to 
determine the appropriate antibiotic to be 
used. The burned areas were packed in me- 
chanics’ waste, through which a perforated 
rubber drain was inserted, and daily irriga- 
tions of the area with nitrofurantoin were 
carried out. Pain and discomfort during the 
initial stages were controlled with 12.5 mg. 
of promethazine every six hours. Redressing 
of wounds was carried out at three-day inter- 
vals under sterile conditions in the operating 
room. On the thirtieth day after the insult, 
split thickness skin grafts, 1/1,700 inch thick, 
were applied to both extremities. Seven days 
later, the first grafts had separated and re- 
grafting of the areas was done. The patient 
was discharged on April 1, four months after 


the insult had occurred, It is to be noted that 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 








OCTOBER, 1959 


this patient was one of 2 patients who were 
not treated with Nilevar; in her case, skin 
grafting was not as successful, recovery re- 
quired a considerably longer period and gain 
in weight was less than that observed by those 
treated with norethandrolone. 


COM MENT 


The accompanying photographs are il- 
lustrative of the progress made by these 
two patients. Figure 1, A through G, shows 
the progress of patient T. D. at two, four, 
six, ten and eighteen weeks after the in- 
sult. Figure 2, A through C, shows the 
progress of patient A. A., who was not 
given norethandrolone, at two, six and ten 
weeks after the insult. 

In addition to the other procedures de- 
scribed, skin grafting was carried out in 
each patient as soon as conditions war- 
ranted. Formerly this was often delayed 
until the burned area was sterile; in most 
instances, however, antibiotics adequately 
controlled infections in these children, so 
that grafting was initiated as early as 
four days after the insult. Early grafting 
is desirable in order to prevent fibrosis 
and invasion of bacteria through open 
wounds; in addition, the time spent in the 
hospital is usually diminished® if grafts 
are applied early. Since it has been ob- 
served that a skin graft proliferates along 
its edges, it follows that a multiplicity of 
edges would increase proliferation as well 
as healing. Therefore, microsized skin 
grafts, known as “micrografts,” were 
literally sprinkled on large burned areas 
in these children with totally satisfactory 
results. Single, large sheets of autografts 
were almost impossible to use in many of 
these. patients and were impractical as 
compared with the method of micrograft- 
ing described. All grafts were applied on 
young granulations that were flat, smooth 
and shiny, with absence of gross exudate. 
As has been noted elsewhere,’ grafts have 
not been successful when placed on an 
edematous, infected granulating surface. 
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Fig. 1—A, patient T.D., two weeks after insult. Nilevar had been started four days after patient’s 

admission to hospital. B, four weeks after insult. C, six weeks after insult. D, ten weeks after insult. 

E, eighteen weeks after insult. Micrografts were used on webbed areas between fingers, now com- 
pletely healed. F’, eighteen weeks after insult. Note formation of keloids (right arm). 


ty iba. 


Fig. 2.—A and B, patient A.A. two weeks after insult; no Nilevar 
was given. C, six weeks after insult. Grafting at end of thirty days 
had not been successful, and procedure was repeated one week later. 
D, ten weeks after insult. These second and third degree burns did 
not heal as well as did those of patient T.D. in the same time interval. 
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At the end of four months, 32 of the 
33 children admitted to the Franklin 
Boulevard Community Hospital on Decem- 
ber 1 had been discharged as fully re- 
covered, while 1 patient (who was not 
treated with norethandrolone) remained 
in the hospital at this time. 


ZUSAM MENFASSUNG 


Es wird ein Uberblick iiber den am 33 
Opfern des Brandes in einer Chicagoer 
Schule (Our Lady of the Angels) durch- 
gefiihrten Behandlungsplan gegeben. Zu 
den sofort nach Krankenhausaufnahme 
der Kinder durchgefiihrten Massnahmen 
gehorten die intravenédse Verabfolgung 
von Fliissigkeiten zur Vorbeugung sekun- 
daren Schocks, Einfiihrung von Dauer- 
kathetern in die Blase und in einem Falle 
sofortiger Luftroéhrenschnitt. Schmerz, 
Angst und Unruhe wurden durch Verab- 
reichung von Promethazin kontrolliert. 
Bakterielle Infektionen, die bei allen 33 
Kindern auftraten, wurden mit Novobio- 
cin und Nitrofurantoin bekampft. Eiweiss- 
reiche Kost, Vitamine und Mineralien wur- 
den verordnet. Ein neues den Aufbau 
anregendes Steroid, Norethandrolon, er- 
wies sich als Appetit anregend und fiihr- 
te zur Gewichtszunahme. Der Unter- 
sucher hatte auch den Eindruck, dass 
dieses Mittel die Heilung der Wunden und 
der diinnschichtigen Hauttransplantate be- 
schleunigte. 

RESUME 


Le programme de traitement mis en 
oeuvre pour les 33 victimes de |’Ecole 
“Our Lady of the Angels” a Chicago, 
est décrit. Les soins immédiats compre- 
naient la prévention du choc secondaire 
par l’administration de liquides intra- 
veineux, l’introduction de cathéters uri- 
naires 4 demeure, et dans un cas une 
trachéotomie d’urgence. La douleur, |’ap- 
préhension et la nervosité ont été contrélés 
au moyen de prométhazine, les infections 
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(présentes dans tous les cas) par la novo- 
biocine et la nitrofurantoine. Des régimes 
riches en protéines, en vitamines et en sels 
minéraux ont été prescrits, et l’on a con- 
staté une augmentation de l’appétit et du 
poids grace a |’administration d’un nou- 
veau stéroide anabolique. Ce produit sem- 
ble avoir également accéléré et favorisé la 
cicatrisation des plaies et des greffons cu- 


tanés. 
RESUMEN 


En este articulo se hace una exposicién 
del plan seguida en el tratamiento de 33 
victimas del incendio del Colegio de Nues- 
tra Sefiora de los Angeles de Chicago. Las 
primeras medidas tomadas a la llegada de 
los nifios comprendian entre otras cosas la 
prevencién del shock secundario por ad- 
ministracién intravenosa de liquidos, son- 
dajes vesicales y en un nifio traqueotomia 
inmediata. E] dolor, la angustia y la in- 
quietud fueron tratados por administra- 
cién de Prometacina. Las infecciones bac- 
terianas ocurrienon en los 33 casos y se 
trataron con Novobiocina y con Nitrofu- 
rantoina. Se prescribieron dietas ricas en 
proteinas, vitaminas y minerales asi como 
un nuevo esteroide anabdélico, la noretan- 
drolona que excita el apetito y hace aumen- 
tar el peso. La impresidén del autor es la de 
que esta sustancia acelera la curacién de 
la herida y el resultado de los pequefios 
injertos cutaneos. 


RIASSUNTO 


Viene descritto il sistema usato per la 
cura delle 33 vittime dell’incendio della 
scuola di Nostra Signora degli Angeli a 
Chicago. Come provvedimento di urgenza, 
all’arrivo bei bambini, si impiego la tera- 
pia anti-shock con somministrazione endo- 
venosa di liquidi, catetere urinario a per- 
manenza, e—in un caso—tracheotomia. I] 
dolore, l’agitazione, |’ansia furono control- 
lati mediante prometazina; l’infezione 
(che si verificd in tutti 33 i bambini) con 
novobiocina e nitrofurantoina. Si som- 
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ministrarono diete ad alto cortenuto pro- 
teico, vitaminico e minerale e si noto che 
il nor-etandrolone, un nuovo steroide ana- 
bolizzante, aumentava l’appetito e faceva 
guadagrare in peso. Si ebbe anche |’im- 
pressione che questo farmaco rendesse 
pit’ rapida la guarigione delle ferite e fa- 
vorisse l’attecchimento dei trapianti cu- 
tanei. 
SUMARIO 


Faz a revisao do tratamento seguido em 
33 vitimas do incéndio da escola Our Lady 
of Angels, em Chicago. Foram estabeleci- 
das entéo a prevencao do choque secundario 
pela administracao de liquidos, cateteres e 
traqueotomia imediata para uma crianga. 
A prometasina combateu a inquietacao, a 
dor e a apreensaio. As infeccdes bacteri- 
anas foram combatidas com novobiocin e 
nitrofuracin. Dieta hiperprotéica, vitami- 
nas e minerais e o novo esteroide ana- 
bolico, noretrandolone agiram sobre a nu- 
tricéo e aumento de peso. Acha o A. que 
este agente acelera a cicatrizacao das feri- 
das e a integrac&o dos enxertos fragmen- 
tados que foram usados naquelas vitimas. 
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Many wise men have from time to time expressed the conviction that more deaths 
have been caused by overeating than by intemperance in drinking. While it is true 
that no man perhaps ever beat his wife as a result of overeating, or drove a motor 
car recklessly, or shot down a policeman, yet these consequences of the excessive 
use of alcohol are probably fewer in number than the silent tragedies which follow 


overeating. 
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Congenital Absence of the Gallbladder 


A Statistical Study 


STANLEY EDWIN MONROE, M.D., F.I.C.S. 


CHULA VISTA, CALIFORNIA 


FTER observing a case of congenital 

A absence of the gallbladder, I became 

interested in its incidence. Since it 

was difficult to determine the incidence 

from published reports, I sent question- 

naires to all the pathologists in the cur- 
rent Directory of Medical Specialists. 

More than 2,300 questionnaires were 
mailed, and 799 replies were received. In 
addition to studying the replies, I have 
prepared a bibliography of this anomaly, 
including 74 reports published from 1917 
to 1958. 

The results of the survey show that 
congenital absence of the gallbladder is a 
rare condition. One hundred and eighty- 
one cases were noted in 1,352,000 autop- 
sies, an approximate incidence of 1: 7,500. 

In 77 cases the patients were under 1 
year of age; several stillborn and prema- 
turely born infants are included in this 
total. The number of cases in this age 
group comprises 43 per cent of the total 
number. 

At autopsy the anomaly is observed 
about equally in the two sexes. Clinically, 
however, it is observed about twice as 
often in the female, which correlates with 
the usual sex ratio for surgical disease of 
the biliary tract. 

Even though it occurs rarely, this anom- 
aly may be the cause of nonvisualization 
of the gallbladder. Absence of the gall- 
bladder is found as frequently in the later 
decades of life as in the earlier if one ex- 
cludes children the first year of life, new- 
born infants and children born prema- 
turely. 


Submitted for publication May 20, 1959. 
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The author received replies from 
799 pathologists with reports on ap- 
proximately 1,352,000 autopsies. One 
hundred and eighty-one cases of con- 
genital absence of the gallbladder, 
approximately 1 in 7,500, were ob- 
served. In some 117 cases, or ap- 
proximately two thirds, the anomaly 
was associated with one or more 
other congenital abnormalities; in 
the other 64, it occurred alone. In 
43 per cent of the cases the patients 
were infants under | year of age. 

Congenital absence of the gall- 
bladder is occasionally the cause of 
nonvisualization on radiographic ex- 
amination. 











In 117 cases, or approximately two 
thirds of those reported, the anomaly was 
associated with one or more other congeni- 
tal defects; in approximately one-third it 
occurred alone. 

In addition to congenital absence of the 
gallbladder, the following abnormalities of 
the biliary system were noted: atresia of 
the hepatic ducts and/or the common 
duct (31)*; absence of the common bile 
duct (8); anomalies of the hepatic bile 
ducts (6); cystic dilation of the common 
bile duct (1), and choledocholithiasis (5). 

The frequency of congenital abnormal- 
ities of the extrahepatic biliary system in 
children with fibrocystic disease has been 
noted by Bernard M. Wagner, M.D., 


*Numerals in parenthesis denote number of cases. 
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Pathologist, The Children’s Hospital, 
Philadelphia.* 

Abnormalities observed elsewhere than 
in the biliary system were numerous and 
extremely varied. Multiple congenital de- 
fects were present in many of the autop- 
sies. 

Anomalies of the cardiovascular system 
included: congenital defects of the heart 
(18); coarctation of the aorta (4); ab- 
sence of the renal arteries; tetralogy of 
Fallot (4); persistence of the left vena 
cava (2), and double superior vena cava. 

The following abnormalities of the gas- 
trointestinal system were noted: diver- 
ticulum of the duodenum (2) ; dystrophy 
of the duodenum; esophageal atresia with 
tracheoesophageal fistula; Meckel’s diver- 
ticulum (4); multiple anomalies of the 
gastrointestinal system; annular pan- 
creas (2); cystic fibrosis of the pancreas 
(4), and supernumerary lobe of the liver. 

Defects observed in the genitourinary 
system included, among others, absence of 
the right testis; absence of the renal ar- 
teries; absence of the penis; absence of 
the fallopian tube and ovary; atresia of 
the urethra; atresia of the ureter; diver- 
ticulum of the bladder; double uterus (2) ; 
double vagina; hypoplastic left kidney and 
ureter; extrophy of the bladder; poly- 
cystic kidney; patency of the urachus, and 
uterus unicornis. 

The following defects of the central 
nervous system were found: agenesis of 
the corpus callosum; cystic dilatation of 
the fourth ventricle; berry aneurysm with 
subarachnoid hemorrhage; hypoplasia of 
the cerebellum; lumbosacral meningocele, 
and multiple anomalies of the central nerv- 
ous system. 

The following abnormalities of the 
skeletal system were reported: absence of 
the left fibula; clubbing of the phalanges; 
bilateral calcaneovalgus; preaxial poly- 
dactylism; spina bifida; talipes equino- 


*Personal communication. 
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TABLE 1.—Congenital Absence of the Gallbladder 





Age of Patient Number of Cases 





Under 1 year 14 
1-4 13 
5-15 1 
20-39 9 
40-59 14 
60-69 14 
70-90 15 

Over 90 years 2 

Age unknown 36 





varus, left, and talipes calcaneovarus. 

Other abnormalities included were: ab- 
sence of the spleen; accessory spleens (2) ; 
adrenal hypoplasia; Eisenmenger’s com- 
plex; bilateral inguinal hernia; umbilical 
hernia; exomphalos; lobulated kidney ; 
monolobular and bilolobular lungs (1 in- 
stance) ; stenosis of the larynx, and sacro- 
coccygeal sinus. 

Author’s Note: I wish to thank most heartily 


the 799 pathologists whose kind interest and co- 
operation made this study possible. 


RESUME 


L’auteur a diffusé un questionnaire 
auquel i] a recu des réponses de 799 ana- 
tomopathologistes englobant environ 
1.352.000 autopsies, parmi lesqueles 181 
cas d’absence congénitale de la vésicule 
biliaire ont été observés, soit environ 1 
pour 7.500. 

Dans environ 117 cas, soit les deux tiers, 
cette anomalie était associée 4 une ou 
plusieurs autres anomalies; elle s’est pré- 
sentée seule dans 64 cas. Dans 43% des 
cas il s’agissait de nourrissons de moins 
d’un an. 

L’absence congénitale de vésicule bi- 
liaire est occasionnellement la cause de la 
non-visualisation de cet organe lors de 
examen radiologique. 


RIASSUNTO 


Ad un questionario inviato agi anatomo- 
patologi, l’autore ha ricevuto 799 risposte 
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coi dati relativi a circa 1.352.000 autopsie. 
Si osservd l’assenza congenita della cole- 
cisti in 181 casi, il che equivale a una per- 
centuale di circa 1/7500. 

In 117 casi l’anomalia era associata a 
una o pil altre anomalie congenite. Nel 
43% dei casi si trattava di bambini al di 
sotto di un anno. 

La mancata visualizzazione della cole- 
cisti nel corso di una colecistografia pud 
pertanto essere talvolta dovuta alla man- 
canza congenita dell’organo. 


ZUSAM MENFASSUNG 


Ein vom Verfasser ausgesandter Frage- 
bogen wurde von 799 Pathologen mit Be- 
richten ueber etwa 1.352.000 Obduktionen 
beantwortet. Es wurden 181 Faelle von 
angeborenem Fehlen der Gallenblase, d.h. 
etwa ein Fall unter 7500, beobachtet. 

In 117 Faellen, d.h. in etwa zwei Drit- 
teln, bestanden gleichzeitig noch eine oder 
mehrere angeborene Anomalien. In den 
uebrigen 64 Faellen war die Abwesenheit 
der Gallenblase die einzige Anomalie. In 
43 Prozent der Faelle handelte es sich um 
Kinder im Alter von weniger als einem 
Jahr. 

Das angeborene Fehlen der Gallenblase 
kann gelegentlich die Ursache der Nicht- 
darstellbarkeit des Organs mittels der 
Roentgenuntersuchung sein. 


RESUMEN 


El autor envié un cuestionario a 799 
anatomopatoélogos y ha recibido de ellos 
datos de 1.352.000 autopsias aproximada- 
mente. En 181 casos aparecié ausencia 
congénita de la vesicula biliar, es decir, 
una vez cada 7.500. De éstos casos, en 
117, o sea unos dos recios, la ausencia de 
la vesicula iba asociada con otras anoma- 
lias de las vias biliares y en los otros 64 
casos se presentababa sola. El] 43% de 
los casos se observé en nifios menores de 
un ano. 
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La ausencia congénita de la vesicula 
biliar puede ser la causa de la falta de 
visualizacién en los exAmenes radiolégicos. 
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In considering the present attitude toward contaminated or infected wounds, 
three developments of the post-war period must be taken into account. The first is 
the continued advance of bacteriology, and the appreciation by surgeons that of 
the bacterial cosmos the greater number are harmless or even useful fellow citizens, 
while of those that are pathogenic the majority are unlikely to establish themselves 
in wounds unless they are introduced in great numbers or meet with a diminished 
local or general resistance. Streptococci alone are dangerous in minimal quantities, 
and they alone can establish themselves among the healthy tissues of a healthy 
victim. The chief danger at an operation where the dressings and instruments have 
been properly sterilized is by droplet infection from some member of the team 
or a spectator who harbours a streptococcus in his pharynx. 

The second is the invention of the sulphonamide group of drugs. Before and 
during the war a number of antiseptics more effective and less toxic than the old 
ones had been found, but the perfect substance, one lethal to bacteria but harmless 
to the host, seemed to elude discovery. Ehrlich’s salvarsan had shown that such 
selective action was possible, but the hopes that it raised were deferred when it 
became apparent that the arsenical compounds acted on the spirochaete family 
only. Sulphanilamide, introduced by Domagk in 1935, has shown that the ideal 
is not a dream, 


—Ogilvie 
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Relative Hypospadias Potentiated by Inadequate 
Rupture of the Hymen: a Cause of Chronic 
Inflammation of the Lower Part 
of the Female Urinary Tract 


ROBERT P. O’DONNELL, M.D., F.I.C.S. 
LAS VEGAS, NEVADA 


HE clinical concept of ascending in- 
Ee flammation of the urinary tract oc- 
curring in some women as they begin 
active sexual life is well established. The 
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Acute ascending inflammation of 
the urinary tract in women starting 
sexual life is not determined by 
chance or excess. Certain physical 
characteristics predispose specific 
patients to trouble. More important, 
the same characteristics occur in 
many women with chronic problems 
referable to the lower part of the 
urinary tract. A radical new surgical 
approach that takes account of these 
observations is described. 

Six months after the operation no 
symptoms of urethritis, trigonitis or 
cystitis had recurred in more than 
half of 22 patients with previous 
chronic complaints. After six months, 
with no interval treatment following 
surgical intervention, 19 of these 22 
patients estimated their own im- 
provement at more than 80 per cent. 
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usual duration of this inflammation and 
its accepted cause—inexperience, concen- 
trated coital excess, and the delicacy of 
virginal tissues, which permits easy bruis- 
ing and congestion—are implied by the 
commonly used term “honeymoon cysti- 
tis.” In my own opinion, acute ascending 
urethritis rarely occurs in brides unless 
they have some degree of relative hypo- 
spadias. Relative hypospadias may be de- 
fined as any approximation of the urethra 
and the vagina which, during coitus, fos- 
ters trauma or fouling of the lower part 
of the urinary tract. Relative hypospadias 
can occur also, with more than expected 
frequency, in many women who have what 
I consider chronic forms of honeymoon 
cystitis, eg., long-standing nonspecific 
urethritis, pseudogranular trigonitis and 
certain recurring bladder infections. This 
is an important clinical observation, for, 
when these conditions cannot otherwise be 
explained, an indirect cause-and-effect re- 
lation between relative hypospadias and 
the inflammation often exists. 

The fact that hypospadias as a direct 
cause of inflammation of the urinary 
tract has been dismissed by others is ap- 
preciated.'! That some ill-defined coital fac- 
tor as an indirect previous cause has been 
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suspected in certain patients is acknowl- 
edged.? In this paper I shall seek to ex- 
plain the link between hypospadias, coitus 
and inflammation through a previously un- 
recognized potentiator, inadequate rupture 
of the hymen. A universal cause of all 
problems referable to the lower part 
of the female urinary tract is not sug- 
gested. Consideration of a dynamic inter- 
relation between relative hypospadias, the 
hymen and coitus can explain, in some 
cases, many otherwise obscure urinary 
complaints. Strong support for the con- 
cept of inadequate hymeneal rupture as a 
potentiator is suggested by the improve- 
ment reported by many women with 
therapy-resistant, long-standing infections 
of the urinary tract when the trigone and 
urethra are ignored and therapy is di- 
rected, by gynecologic means, toward re- 
lief of inadequate rupture. There may be 
need for reappraisal of some established 
gynecologic and urologic principles, espe- 
cially those which attempt to separate the 
gynecologic and the urologic areas at an 
arbitrary boundary, the urethral vaginal 
septum. 

Adequate Rupture of the Hymen.—In 
the adolescent virgin the hymen consists 
of a centrally perforated connective tissue 
disk, over most of both faces of which 
mucosa continuous with that of the vagina 
and vestibule is reflected. At initial coitus, 
radial lacerations of the mucosa should 
originate at multiple points along the mar- 
gin of the aperture. It is by the extension 
of these lacerations deeper within the hid- 
den connective tissue layer that adequacy 
or inadequacy of rupture is determined. 
This is due to arrangement of the connec- 
tive tissue within the hymen into a septum 
and ring—separable through density, yet 
confluent in substance, much as is the sil- 
ver on the face and in the minted edge of 
a coin. Under ideal circumstances this deep 
connective tissue divides easily at the end 
of each extending laceration, and the sep- 
tum and ring disintegrate as clinical struc- 
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tures. Scant bleeding, slight pain and 
prompt healing are the rule. 

Effects of Adequate Rupture of the Hy- 
men.—The vagina, prepared by adequate 
rupture of its limiting ring and muscular- 
ized by active participation in coitus, 
emerges as a remarkably functional organ 
strongly resistant to trauma and disease. 
There is no obstacle to entrance; all bear- 
ing surfaces are broad, and the underlying 
tissues are yielding and resilient. The 
eventual caliber and capacity achieved can 
be almost unlimited. Despite this, both 
voluntary and involuntary control of the 
musculature remain, and instant reduction 
of the lumen to near obliteration at will, 
or with reflex spasm, is possible. When 
rupture of the hymen has been adequate, 
it is these muscles, rather than the skin, 
the vaginal mucosa or any layer of the 
hymen, that limit the caliber of the vagina 
thereafter. 

Inadequate Rupture of the Hymen.—In- 
adequate rupture can be produced in many 
ways and may exist in different forms. In 
some virgins the hymeneal aperture may 
be so large, congenitally, that only the nar- 
rowest rim of septum surrounds it. In 
these circumstances the penis may pass at 
first and coitus may follow without initiat- 
ing cuff tears of the aperture. Without 
initial breaks in the mucosa of the cuff, 
extension of radia] lacerations within the 
septum seldom occurs. Despite complete 
entrance of the penis through the aper- 
ture, the hymen proper (mucosa, septum 
and ring) remains intact, and there is 
little increase in the distensible caliber at 
the introitus. This entirely intact hymen 
is the most obvious form of the condition 
under discussion and is common. Patients 
with inadequate rupture of this variety 
have no bleeding at initial intercourse. 

At times hymeneal cuff breaks are mul- 
tiple, but only superficial extension of 
lacerations into the septal connective tis- 
sue occurs, and the substance of the hymen 
ring is not broached at any point. Trauma 
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of subsequent coitus tends to extend 
slightly the ends of such incomplete septal 
tears, producing hidden fissures. 

In other varieties of inadequate hyme- 
neal rupture, mucosal breaks at first inter- 
course occur only at one or two points 
along the circumference of the aperture, 
limiting extensions through the septal con- 
nective tissue, and therefore through the 
connective tissue of the hymeneal ring, 
to this number of tears. Extension of 
only one or two lacerations through all 
levels of the hymen permits some deep 
underlying yield, but this often is less than 
complete. Full-bellied tags delineated by 
such lacerations are apt to become hyper- 
trophied, and the V between them is a 
common site of fissures. Bleeding at ini- 
tial intercourse usually occurs with a 
single or a double tear. When there is 
deep extension, this bleeding may be brisk. 

The Hymen and Menopause.—With the 
menopause, regardless of the type of hy- 
meneal rupture, there is a decrease in the 
thickness and fullness of the vaginal mu- 
cosa, associated with progressive loss of 
underlying tissue resilience, occurring as 
part of the aging process. In time, even 
when rupture of the hymen has been ade- 
quate, the ability to vary the caliber, which 
characterized the marital vagina in its 
prime, disappears. By the seventies and 
eighties the small introitus of fixed caliber 
less than 1 fingerbreadth must be consid- 
ered normal. Remnants of the adequately 
ruptured hymen participate in this aging 
process but remain flush with the surface 
of the introitus or below it; the introitus 
retains a caliber equal to that of any 
other level of the vaginal canal. When rup- 
ture of the hymen has been inadequate 
this is not the case; the pathologic impli- 
cations of inadequate rupture cause pre- 
mature and disproportionate constriction 
at the level of the introitus. 

Pathologic and Gynecologic Symptoms 
of Inadequate Rupture.—Essentially the 
pathologic change associated with inade- 
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quate hymeneal rupture is hymenitis. Mi- 
nor dyspareunia and leukorrhea exist in 
most patients with inadequately ruptured 
hymens. This is inherent in the snugness 
that permits chafing or repeated superfi- 
cial splitting of the free edges of the taut 
hymen at coitus. Hypertrophy and edema 
often result. At rest these same hymeneal 
arcs can trap secretions and débris. Pro- 
longed concentration and souring of these 
substances expose limited areas of mucosa 
to maceration and superficial ulceration, 
causing discharge, burning and pruritus. 
Inadequate rupture of the hymen fre- 
quently underlies foul verrucae. Large hy- 
meneal tags that are prominently demar- 
cated can produce pain through deep in- 
flammation. A tag so free that alternately 
it can be rolled in and out between the 
penis and the vaginal wall during coitus 
soon responds with a tender tissue reaction 
along its “line of buckle.” The same fric- 
tion against adjacent tags, combined with 
their spread during coitus, can cause re- 
current fissuring between. At times a low, 
stiff epiglotoid structure of minimal sen- 
sitiveness may develop from hymeneal 
fragments, especially those that remain 
posteriorly. 

Trauma incidental to pregnancy or peri- 
neal surgery, surgical or irradiation cas- 
tration, postvaginal cone scarring, met- 
abolic disturbance such as obesity and 
diabetes, infections, infestations and the 
general process of aging all can exert an 
influence on the course of inadequate rup- 
ture of the hymen; indeed, they are often 
necessary with coitus for the progression 
and full development of the abnormality. 
Over the years, hymenitis, whether me- 
chanical or infectious (and these proc- 
esses usually are inseparable), is asso- 
ciated with the cardinal signs of any 
inflammation, including eventual scar. The 
septum thickens and becomes stiff, while 
underlying segments of the ring harden 
and become set. It is only this induration, 
increased substance and sensitiveness that 
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Fig. 1—Inadequate rupture of hymen producing recurrent urinary symptoms in 4 patients. A, 22- 
year-old patient with pronounced dyspareunia and chronic vaginitis; B, 30-year-oid patient without 
history of any gynecologic complaints; C, 43-year-old patient with mild dyspareunia and moderate 
leukorrhea; D, 58-year-old patient whose bladder symptoms had subsided soon after decision to stop 
coitus permanently because of dyspareunia. First 3 patients were operable; last-mentioned patient 
was beyond help. 
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Fig. 2.—A, valance effect of inadequate rupture of hymen, masking relative hypospadias; B, stiff, 
epiglottoid posterior arc (note vestibulitis beneath) ; C, hood effect and entirely intact hymen in obese 
patient married fifteen years, with chronic complaints of discharge, itching, dyspareunia and cysti- 
tis; D, stiff broad-based polypi demarcated by thin, well-healed six-year-old scar resulting from epi- 
siotomy placed across prominent are of hymen in a case of inadequate hymeneal rupture. 
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Relative Hypospadias 
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with adequately ruptured hymen 
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Fig. 3.—Mechanical effect of coitus on similar degree of hypospadias when 






rupture of hymen has been adequate and when it has not (see Figure 4). 
IRH, inadequate rupture of hymen. 


eventually cause the deeper septum and 
ring to become clinically palpable struc- 
tures, often years after there have been 
persistent clinical symptoms. 

Estrogen deficiency from any cause ag- 
gravates inflammatory scarring by shrink- 
age and atrophy. In my opinion the clinical 
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entity kraurosis in many instances actu- 
ally represents an extreme example of in- 
adequate hymeneal rupture in which 
centrifugal inflammatory scarring and cen- 
tripetal menopausal shrinkage compound 
each other in producing contracture. 
Recognition of inadequate rupture and 
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its effect on neighboring tissues is not fa- 
cilitated by this dependence for progres- 
sion and symptoms upon coitus and other 
conditions and signs. The subtlety of the 
condition in action is typified in its poten- 
tiation of relative hypospadias. 

Inadequate Hymeneal Rupture and Rela- 
tive Hypospadias.—Degrees of urethral 
descent that I should define as relative 
hypospadias can be seen by anyone who 
catheterizes a series of women. At times 
a significantly low level can be masked by 
the “valance” effect of a prominent sub- 
urethral hymeneal arc, which suggests that 
the meatus lies farther above the vagina 
than it really does. Any woman who has 
relative hypospadias has increased vul- 
nerability to urethral fouling and trauma 
when she begins coitus. A snug introitus, 
a firm perineum, spastic sphincters and 
early sexual inaptitude all tend to increase 
smearing of the exposed meatus and bruis- 
ing of the thinly padded urethral tube. 

When the hymen is adequately ruptured 
early in active sexual life, symptoms of 
cystitis tend to be mild and to end quickly. 
Rarely, when the degree of relative hypo- 
spadias is pronounced and other forces 
(extreme female lordosis, gross obesity in 
either partner, or excessive knee-to-hip 
height in the male) tend to keep the penis 
forward against the urethra, there may be 
subsequent flareups, but instinctive com- 
pensatory positioning usually will correct 
for these forces if available posterior room 
for the penis has been prepared by ade- 
quate hymeneal rupture. 

When rupture of the hymen proves in- 
adequate, many problems of the honey- 
moon continue or increase. When a short 
arc of hymen is isolated by lacerations as 
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a prominent suburethral flap, subsequent 
hypertrophy may develop it into a tab. 
Friction against a tab on the inward 
stroke of the penis can draw a low meatus 
downward and inward, until it lies at the 
level and in the plane of the anterior 
vaginal wall. The reins effect can distort 
the meatus even more during coitus, 
through longer arcs of hymeneal remnants 
on either side of the meatus, which exert 
a dorsolateral pull from opposite sides on 
any distention of the introitus. The hood 
effect of inadequate rupture develops in- 
directly when a significant arc of hymen 
remains intact posteriorly to act as a hem 
that prevents stretching of the vestibular 
and perineal skin. Pressure of the penis 


_ over the tight posterior sling thus formed, 


when transmitted through distinct labial 
folds to pull on the skin or mucosa lying 
above the meatus, creates a hood which 
on each stroke of coitus descends to smear 
the urethra. 

Since there are as many degrees of in- 
adequate rupture as there are degrees of 
relative hypospadias, combinations of the 
two may cause varying clinical pictures. 
At one extreme, gynecologic symptoms of 
inadequate rupture may be so severe that 
they overshadow urinary complaints or, 
paradoxically, prevent them by restricting 
intercourse and opportunity for involve- 
ment of the urinary tract. At the other 
extreme, gynecologic complaints may be 
absent and the patient may enjoy coitus at 
such frequent intervals that its importance 
as a cause of the recurring inflammations 
of the urinary tract is not suspected. 

Even when gynecologic symptoms of in- 
adequate rupture exist, they are not al- 
ways incapacitating. Often improvement 





Fig. 4 (opposite).—Preoperative photographs of patient in Case 1. A, bruised urethral meatus and 
well-healed episiotomy scar (highlight on tented perineum) seen on gentle spread of labia. B, hood 
effect visible in mucosa between meatus and clitoris, created by traction on perineum and transfer 


of force through labia. 


Note similar curve of hymeneal arc outlined on vaginal side of meatus by 


same traction. C and D, increased degrees of same mechanical effect on increased traction and disten- 
tion of introitus (see Figure 3). 
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during a postmarital adjustment phase of 
Yarying duration results in a tolerable de- 
gree of discomfort, which the patient as- 
sumes:is “normal.” Since this usually per- 
mits more coitus, urinary symptoms due 
to inadequate hymeneal. rupture may then 
occur with greater frequency. Episiotomy, 


other perineal surgical procedures and the 


menopause are but three of many factors 
that can aggravate the gynecologic symp- 
toms. If these do not become so severe that 
the patient practices abstinence, they may 
be followed by a resurgence of urethritis 
and trigonitis. 

Obstetric delivery and the persistence or 
increase of inadequate hymeneal rupture 
are not as paradoxical as they seem. Dur- 


ing the second stage of labor patients with 


inadequate rupture resist the stretching 
of the introitus until there is a sudden 
splitting or cutting at one point. This area 
then absorbs all of the force of distention 
(predisposing to third-degree tears) , while 
preserving the hymen elsewhere. The la- 
ment “I was cut too deep and sewn too 
tight” strongly suggests underlying inade- 
quate rupture. The menopause, in aggra- 
vating gynecologic and urologic symptoms 
of this inadequacy, also serves ominously 
to warn that time for the surgical correc- 
tion of this condition is running out. If a 
patient is ever to undergo hymenectomy, 
the ‘Sooner the better. The earlier the op- 
eration, the less tissue need be disturbed, 
the more rapid is convalescence and the 
more nearly ideal the results. Paradoxi- 
cally, if one waits until a hymenectomy is 
“necessary,” it has sometimes become con- 
traindicated by prolonged estrogen defi- 
cieicy and extensive postinflammatory 
scarring. A check should be made for ele- 
ments of inadequate rupture of the hymen 
before, a patient is prematurely castrated, 
as in therapy for endometriosis. This can 
help prevent marital tragedies. Care should 
be exercised that the surgical approxima- 
tion of well-separated, sometimes deep and 
unrecognized, hymeneal fragments in pre- 
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menopausal vaginoplasty does not recreate 
hymeneal inadequacy in wives previously 
happy. Chronologically puzzling urologic 
histories of women often clear when con- 
sidered in relation to the changing patho- 
logic aspects of the hymen. 

Diagnosis of Urinary Inflammation In- 
duced by Inadequate Rupture of the Hy- 
men.—This diagnosis is made by exclusion 
of all other cause and consideration of the 
dynamic effect coitus (or masturbation) 
might have on the particular combination 
of inadequate rupture and relative hypo- 
spadias the particular patient presents. 
The history often can determine whether 
any association exists between coitus and 
urinary problems. A commonly elicited but 
rarely volunteered complaint is intracoital 
or postcoital urgency of urination. 

Inadequate hymeneal rupture is most 
easily visualized during spread of the in- 
troitus to 2 fingerbreadths. Inspection 
through a bivalved speculum tends to ob- 
secure the inadequacy, but observation of 
the meatus as the speculum is being in- 
serted can be highly instructive. Every 
bimanual pelvic examination should in- 
clude separate palpation of the trigone and 
the empty bladder, with the opposing vag- 
inal and abdominal hands held forward 
of all pelvic genital organs. Transvaginal 
urethral palpation and stripping should be 
a part of every gynecologic and urologic 
examination. 

Technic of Corrective Surgical Proce- 
dure.—The surgical cure of the established 
condition must include consideration of 
remnants of the hymen at all levels. A 
radial incision is made in the hymen from 
its free margin to the vaginal wall. 
Stretching the introitus provides access 
for submucus resection of a short but com- 
plete segment of the hymeneal ring, with 
the surrounding scar. Digital and instru- 
mental search should then be made to 
make sure the ring has been severed. Fur- 
ther stretching and, if necessary, exten- 
sion of the incision in the mucosa or skin 
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Basic Incision For TRH, 





Fig. 5 (see description of surgical technic in text).—Cordlike structure shown 


in Step 3 is quite real but lies deeper than drawing suggests. 


It is best ex- 


posed by submucosal insertion and spread of a mosquito clamp beyond angle 
of larger V shown in Step 2. (IJRH, inadequate rupture of hymen.) 


is followed by closure of the resultant 
diamond-shaped defect after Heinecke and 
Mikulitz, in a line 90 degrees off the origi- 
nal incision, to form the margin of the 
new introitus. This basic incision is made 
at as many separate points as feasible. 
Six “gussets,” gaining in the healed state 
% inch (0.8 cm.) each, can add 1% inches 
(3.7 em.) of available slack to a tight 


orifice. This will leave alternate gaps 
and tags. The latter, especially when stiff, 
are best trimmed flush with the vaginal 
wall. The short segment of ring that 
underlies each tag usually will cause no 
further symptoms but, if prominent, can 
be milked up into the tag and excised with 
it. 

The basic incision made on both sides 
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of a relatively hypospadic urethra through 
the hymen (and any of the wattle-like 
auxiliary arcs that may lie parallel to it) 
as far as the vaginal wall will destroy 
both tab and reins effects. Closure of 
these incisions after Heinecke and Miku- 
litz will cause snoutlike ventral rotation 
on healing and will elevate the meatus 0.5 
to 1 em., at which level it will remain dur- 
ing coitus, safe from contamination. On 
rare occasions, paraurethral hymeneal in- 
cisions alone, without other cutting, can 
relieve urinary complaints. It should be 
stressed that when paraurethral incisions 
only are made and significant parts of the 
hymen exist elsewhere about the introitus, 
the urinary symptoms may continue, If 
snugness remains, subsequent stretching 
of the paraurethral gussets during coital 
distention can create painful fissures. 

A perineotomy in which care is taken 
to remove any existing deep hymeneal 
ring can provide additional vaginal caliber 
and prevent the hood effect. Here, as in all 
surgical treatment of the condition, cut- 
ting and dissection should be bold. To com- 
promise is to risk unfavorable results. Fis- 
sures, lacerations and episiotomy scars 
should not be extended surgically. Nearly 
parallel V incisions placed close on either 
side of such linear scars will preserve the 
covering mucosa and skin. A deeper scar 
then can be undercut and resected sharply 
and widely until finger palpation reveals 
no induration. Transverse closure should 
be performed without tension. 

Allis clips are ideal for holding the 
mucosa and grasping the hymeneal ring 
during its resection. Through-and-through 
figure-of-eight No. 0 chromic catgut gath- 
ering stitches serve to control bleeding 
and approximate the edges. Local infiltra- 
tion with 1 per cent xylocaine or general 
anesthesia under sodium pentothal have 
been used. A Foley catheter and complete 
bed rest for five days, with simple perineal 
care and dry heat, promote comfort and 
healing. Prophylactic antibiotics and Dem- 
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erol for pain relief have been used rou- 
tinely. 

Two weeks after the operation perineal 
exercises similar to those of Kegel* are 
begun, and inspection of the introitus is 
made weekly. Some wounds, especially 
those of perineotomy, tend to open. These 
were kept dry and painted with Negatan 
weekly. Continuation of perineal exercises 
has given as good results in these patients 
as those in whom primary healing oc- 
curred. In 3 instances (in all of which the 
patients were apprehensive and used their 
muscles poorly), severed fragments of the 
hymeneal ring apparently united. A single, 
forceful, broad (4-fingerbreadth) dilation 
with the aid of Demerol and intravenous 
nembutal, performed as an office proce- 
dure between the fourth and the sixth 
week, has restored and kept good caliber 
in these 3 cases. 

When hypospadias is marked, instruc- 
tion in pelvic inclination to insure that the 
penis rests in the available posterior space 
on inward stroke must be offered after 
healing is otherwise complete. Surgeons 
unwilling to supervise such instruction 
may see the results of an excellently per- 
formed surgical procedure jeopardized. 

Before the pathologic picture of inade- 
quate rupture is well established, less ex- 
tensive, prophylactic surgical treatment 
will sometimes suffice. (As a general rule, 
however, it is better not to operate than to 
compromise the principles of deep and 
radical resection.) When early postmarital 
examination of an adolescent girl, truly 
virginal at marriage, reveals inadequate 
hymenea] rupture, multiple radial clipping 
of the hymen, broad forceful dilation of 
the introitus and “ironing out” of the 
perineum physiologically is sometimes 
enough to destroy the hymen. In my 
opinion, any therapy that preserves the 
hymen while dilating its orifice is value- 
less. Opportunity for prophylactic therapy 
does not extend far beyond marriage. Jt 
should be emphasized that once inadequate 





SS @: SS ee ae Oe ee ce ce oes es, a ae 


~~ © 





VOL. 32, No. 4 


hymeneal rupture is established, less than 
radical therapy can rarely help and may 
harm. In a separate paper the intrapartum 
management of this condition will be dis- 
cussed. 

Results of Surgical Treatment.—Radi- 
cal hymenectomy has been done approxi- 
mately 150 times (for dyspareunia, vagini- 
tis and inflammation of the lower part of 
the urinary tract). Six months after op- 
eration, questionnaires were sent to the 
first 75 patients. Of 70 forms known to 
have reached patients, 59, or 84 per cent, 
were answered. All claimed improvement. 
Twenty-two of these patients had had 
long-standing, chronic symptoms referable 
to the lower part of the urinary tract. The 
postoperative results in this group are ex- 
pressed in percentage of improvement as 
estimated by each patient in a frank, un- 
signed appraisal. By 100 per cent improve- 
ment is meant complete freedom from 
symptoms for at least six months, without 
other therapy, either active or prophylac- 
tic. It is hoped that this method of review 
may prevent the subjective error of a sur- 
geon’s enthusiasm and through anonymity 
encourage honest criticism of a new tech- 
nic. 

Two cases are here reported in detail. 


REPORT OF CASES 


CASE 1.—J. N., a 29-year-old white house- 
wife, para 1, gravida 1, entered the Rose de 
Lima Hospital in Henderson, Nevada, on June 
23, 1958. The chief complaints were dyspareu- 
nia, nearly constant suprapubic pressure, in- 
termittent low abdominal pain, recurrent 





Number of Patients 
with Chronic Urinary 
Symptoms 


Self-Evaluated 
Improvement, % 





100 
95 
80 
60 
40 
(20 weeks pregnant—no change) 


12 


1 
6 
1 
1 
1 
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urgency and frequency of urination and dys- 
uria, all of nine years’ duration. The patient 
had undergone appendectomy at the age of 14. 
She had no complaints until her marriage at 
the age of 20. Within a month thereafter the 
aforementioned complaints developed. Specific 
interrogation revealed that she had bled pro- 
fusely at first coitus and had had severe pain 
with each coitus for weeks thereafter. Arti- 
ficial lubrication and spacing of intercourse at 
intervals of several days had permitted her 
marriage to continue, but w:th tension. 

Several months after the marriage a lapa- 
rotomy was done for “adhesions.” At the age 
of 22 all symptoms disappeared while coitus 
was curtailed during a pregnancy. On resump- 
tion of coitus six weeks post partum, dyspa- 
reunia seemed to have increased and centered 
about the episiotomy scar. Three months later 
the left tube and a porticn of the right ovary 
were removed. In another three months a dila- 
tion and curettement, with conization of the 
cervix, was performed. A second “D & C” was 
done one year post partum. At the age of 27 
the patient underwent total hysterectomy, 
right salpingectomy and bilateral oophorec- 
tomy, and a regimen of oral estrogens was 
established. In retrospect, all of these opera- 
tions were done for vague pain in the lower 
part of the abdomen, which each time disap- 
peared during convalescences and reappeared 
soon after return to coitus. On return of the 
complaints three months after the last-men- 
tioned operations, the patient was referred to 
the U.C.L.A. Medical Center in Los Angeles. 
A complete urologic work-up there showed 
only “pseudogranular trigonitis and urethri- 
tis.” A gynecologic consultation “revealed an 
essentially normal pelvis post hysterectomy, 
further gynecological RX unindicated.” When 
a course of vesical instillations and urethral 
dilations failed to give lasting relief, she was 
referred to me by the U.C.L.A. Urologic Staff 
for hymenectomy. Figure 4 shows the peri- 
neum at the time of admission to my care. 

Radical hymenectomy, with resection of a 
deep but thin mediolateral episiotomy scar, 
was done on June 24. Cosa tetracin, 250 mg. 
four times daily, was given prophylactically 
for five days, during all of the time an indwell- 
ing catheter was used. Thirteen postoperative 
days of hospitalization were needed, because of 
the distance to be traveled on discharge. The 
follow-up consisted of a single visit for hip 
and muscle instruction one month after the 
operation, for the same reason. 
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Fig. 6.—Compensation possible with position that makes sure penis will re- 
main posterior in newly created space. 


J. N. has been seen as an outpatient in the 
U.C.L.A. urologic department, for follow-up 
only, on three occasions since the operation. 
Without therapy other than hymenectomy she 
has remained asymptomatic for nearly a year, 
averaging intercourse three times a week and 
achieving orgasm 30 per cent of the time (in 





the nine years prior to this, climax on her part 
had never been reached). 

CASE 2.—G. A., a 24-year-old white profes- 
sional prostitute, para 0, was admitted to the 
Southern Nevada Memorial Hospital on Sept. 
25, 1958. The chief complaints were intracoital 
and postcoital urgency of urination of two 
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years’ duration and recurrent bouts of cystitis 
(approximately 16), which she herself thought 
related to coitus. Specific interrogation re- 
vealed that she had had no bleeding at initial 
intercourse, and since had considered herself 
“snug” but without dyspareunic complaints, 
save when coitus was attempted at times dur- 
ing which symptoms of cystitis already ex- 
isted. The previous treatment, which had been 
orthodox and adequate, had always relieved 
urgency, frequency and dysuria promptly. 
Within a few days after return to coitus the 
symptoms would recur. 

Investigation of the cause of the urinary 
difficulties had included a routine work-up by 
two local urologists and the urologist at the 
Sansun Clinic in Santa Barbara. These 
had been complete, with intravenous pyelo- 
grams, cystoscopic studies and, in 2 in- 
stances, retrograde studies. All observations 
had been “essentially normal’ save for 
“chronic granular urethritis.” Four urethral 
dilations at weekly intervals had been car- 
ried out in California, and a local urologist 
had carried the urethral dilations to 30 on 
four occasions. The patient was referred to 
me by this urologist for hymenectomy. 

Preoperatively the patient abstained from 
coitus for two weeks and took 100 mg. of 
Furadantin four times daily for five days. 
Previously two courses of this drug had been 
used, with relief, but symptoms of cystitis had 
recurred promptly on the patient’s return to 
work. 

Physical examination revealed the patient 
to be attractive and well developed, weighing 
118 pounds (53.51 Kg.), and normal save for 
a hypospadic urethra and a tough, insensitive, 
entirely intact, scant hymen surrounding a 
well-dilated orifice. The reins effect was pro- 
nounced and the urinary meatus patulous. 
Skeenes’ glands, with pouting ostia, were 
prominent. Although digital examination re- 
vealed no hymeneal tenderness, there was in- 
creased sensitiveness of the urethra and the 
vesical neck on bimanual palpation. On Sep- 
tember 26 the fourth intravenous pyelogram 
was called normal. Cystoscopic and retrograde 
study on September 27 revealed only “chronic 
granular urethritis and cystitis.” Separate 
cultures of the bladder urine and that of the 
upper tracts showed no growth. Fulguration 
of the trigone and urethra was not done. 

Radical hymenectomy was performed imme- 
diately after the cystoscopic procedure, with 
the same sodium pentothal anesthesia. An in- 
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dwelling urethral catheter was removed on the 
fourth postop2rative day, and the patient was 
discharged on September 30. During hospital- 
ization, 250 mg. of cosa tetracin was admin- 
istered prophylactically four times a day. 
The patient was seen weekly from the sec- 
ond through the fifth postoperative week. 
During this period, instruction in muscle and 
hip exercises was given. Six weeks after the 
operation the patient entered a house of pros- 
titution, where she worked, save for the three 
heaviest days of each menstruation, for the 
next six months. During this time, she esti- 
mates, coitus occurred more than 1,500 times. 
On June 15, 1959, she was seen again, and a 
pregnancy test gave positive results. Exam- 
ination confirmed a normal intrauterine preg- 
nancy of approximately ten weeks’ duration. 
At this time the patient confirmed the fact 
that since the operation she had remained en- 
tirely free of urinary symptoms without active 
or prophylactic treatment of any kind. 
Author’s Note: Credit for photography in this 


article is due to my associate, Dr. O. H. Christof- 
ferson whose cooperation is warmly appreciated. 


RIASSUNTO 


L’inflammazione acuta del tratto uri- 
nario ascendente che si verifica nelle donne 
che iniziano la loro vita sessuale non é 
dovuta al caso o ad eccessi; vi sono delle 
particolari caratteristiche fisiche che pre- 
dispongono certe donne alla comparsa del 
disturbo. Queste stesse caratteristiche si 
osservano in donne con lesioni croniche del 
tratto urinario infer:ore. Viene descritto 
un metodo chirurgico che tien conto di 
queste osservazioni. 

Sei mesi dopo |’intervento non si erano 
avuti segni di uretrite, trigonite o cistite 
recidiva in pit’ della meta delle 22 operate. 
Dopo 6 mesi 19 su 22 di queste malate 
valutavano il loro grado di migliorament 
all’80%. 


RESUMEN 


La inflamacién aguda ascendente del 
tracto urinario en las mujeres que comi- 
enzan su vida sexual es cosani casualni 
muy frecuente. Algunas caracteristicas fi- 
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sicas predisponen a algunas enfermas a 
estos trastornos. Mas importante aun que 
estas mismas caracteristicas se presentan 
en muchas mujeres con problemas cronicos 
de la porcién baja del aparato urinario. Se 
describe una nueva técnica quirtrgica 
radical en relaci6én con estas observaciones. 

A los 6 meses de la operacion no se han 
presentado sintomas de uretritis, trigoni- 
tis o cistitis, en masd de la mitad de 22 en- 
fermas afectas anteriormente de trastor- 
nos cronicos, Pasados estos seis meses sin 
tratamiento intermediario desde la opera- 
cidn, 19 enfermas estimaban su mejoria 
en mas de un 80%. 


ZUSAM MENFASSUNG 


Akute Entzuendungen des Harnappa- 
rates bein Frauen im Beginn des Ge- 
schlechtslebens werden nicht durch Zufall 
oder durch Ausschweifungen verursacht. 
Gewisse koerperliche Eigenheiten praedis- 
ponieren bestimmte Patientinnen zu sol- 
chen Leiden. Noch wichtiger ist die 
Tatsache, dass die gleichen Eigenheiten 
auch bei vielen Frauen bestehen, die an 
chronischen Beschwerden seitens der unte- 
ren Harnwege leiden. Es wird ein voellig 
neuer chirurgischer Vorgang beschrieben, 
der diese Beobachtungen beruecksichtigt. 

Bei mehr als der Haelfte von 22 Pa- 
tientinnen, die vorher chronische Be- 
schwerden hatten, kam es zu keinerlie Ru- 
eckfaellen von Harnroehrenentzuendung, 
Trigonumentzuendung oder Blasenkatarrh 
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innerhalb von 6 Monaten nach der Opera- 
tion. 19 dieser 22 Kranken schaetzten die 
Besserung ihres Zustandes nach 6 Mona- 
ten auf mehr als 80 Prozent, ohne dass 
inzwischen eine weitere Behandlung statt- 
gefunden hatte. 


RESUME 


Les inflammations aigués du systéme 
urinaire ascendant chez les femmes au 
début de la vie sexuelle ne sont pas dues 
au hasard ou aux excés. II est des carac- 
téristiques physiques prédisposant cer- 
taines malades a ces troubles, et l’on re- 
trouve ces mémes caractéristiques chez un 
grand nombre de femmes présentant des 
troubles chroniques de la partie inférieure 
du systéme urinaire. Une nouvelle méthode 
chirurgicale radicale tenant compte de ces 
observations est décrite. 

Six mois aprés l’opération plus de la 
moitié d’un groupe de 22 femmes se plaig- 
nant auparavant de troubles chroniques 
n’avaient présenté aucun symptome d’uré- 
thrite, de trigonite ou de cystite. Six mois 
plus trad, et sans traitement intermédiaire 
aprés l’opération, 19 malades sur 22 esti- 
maient l’amélioration de leur état a plus 
de 80 %. 
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A third noteworthy feature in modern treatment has been a return to psychical 
methods of cure, in which faith in something is suggested to the patient. After all, 


faith is the great lever of life. 


—Osler 
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ANY intracranial surgical proce- 
M Syren are comer at Hie Geese Intracranial decompression was 
problem of elevated intracranial sili ti ie endian : bie 

pressure increases the hazard to the pa- # 30 n Sse sis Beare 
tient and the operative difficulties of the _ ] © ga = parte anibers seit Re et 
surgeon. Therefore, an agent which will solution. This +ones sseidiees eaiearene 
reduce edema and swelling and make ie. Hence - ene _— 
hitherto inaccessible areas subject to suc- prea P pera also, 
cessful operative intervention without un- ve il oh porsod resco 
necessary destruction of normal brain tis- : , s : 
Sap would be Waly benuticlal. cranial manipulation. No important 

Evidence now exists that urea, a well- —_ — rig remarriage 
known compound, can effect a safe and er sence sapere would 
highly useful temporary reduction of brain Roo od toad ee ea . onerre 
volume. The experience presented in this ae ee map por cached sar 
paper tends to confirm previously pub- oo siege = mesa methods 
lished reports! that lyophilized urea ad- ona _— a 
administered intravenously in the proper atiercacd 
solution is superior to older methods of 











intracranial decompression. 

Various methods have been used to de- 
compress traumatized or edematous brain 
tissue, with but variable success. Drain- ‘“" 
age of cerebrospinal fluid is time-consum- indicated. 
ing and often hazardous and is not always In 1927 Fremont-Smith and Forbes? 
effective. The usual hypertonic solutions suggested, on the basis of experiments in 
have not been observed to effect a clinically cats, that urea in solution might be a 
satisfactory reduction of brain volume promising hypertonic agent for reducing 
without side effects. Such solutions may cerebrospinal fluid pressure. Apparently 
produce a hypotensive effect initially, no clinical use was made of the suggestion 
which is followed by a secondary rise in until Javid and Settlage™ published their 
intracranial pressure that exceeds the preliminary report, “Effect of Urea on 
original. The various diuretics now avail- Cerebrospinal Fluid Pressure in Human 
Subjects,” in 1956. Evidence presented 


able have also been found unsatisfactory 
when optimal reduction of brain volume is 
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there and in a subsequent study*® in 1958 
demonstrated that 30 per cent urea in 
invert sugar (Travert®) solution safely 
and effectively reduced intracranial and 
intraocular pressures in a wide variety 
of conditions. The composition of the me- 
dium proved to be important. Javid and 
Anderson‘ determined that the most satis- 
factory vehicle, and the one which did not 
consistently produce hemoglobinuria, was 
10 per cent invert sugar solution. No toxic 
effects or significant side actions were ob- 
served when freshly prepared 30 per cent 
urea in invert sugar solution was used in 
doses of 1 to 1.5 Gm. per kilogram of body 
weight. 

This agent has been used during the 
past ten months in the neurosurgical serv- 
ices at Samaritan and Mercy Hospitals. 
This report of my own experience and that 
of my colleagues with urea in invert sugar 
adds confirmation to the conclusions of 
Javid insofar as they apply to intracranial 
surgical procedures. 

Procedures.—Thirty per cent urea in 
invert sugar solution was administered 
intravenously to 42 patients undergoing in- 
tracranial operations. The diagnosis and 
kind of surgical procedure are summarized 
in the accompanying table. The solution 
was administered in some patients to re- 
duce intracranial pressure and prophylac- 
tically in others to circumvent the edema 
and swelling frequently associated with 
brain surgery. The agent is supplied as 
90 Gm. of sterile, lyophilized urea in one 
bottle. The solvent, 210 ml. of 10 per cent 
invert sugar solution (Travert) is trans- 
ferred from another container to the urea 
bottle by means of a sterile transfer set 
supplied with the unit.* Administration 
through an arm vein at a rate of about 
60 drops per minute was begun approxi- 
mately 30 minutes before craniotomy or 
as soon as anesthesia was instituted. This 
rate was slowed after the cranium was 


*Available as Urevert (TM), Travenol Laboratories, Inc., 
Morton Grove, Illinois. 
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opened if there was good exposure. Javid’s 
suggested dosage of 1 to 1.5 Gm. of urea 
for each kilogram of body weight was 
used as a guide to administration, but a 
second unit of 270 ml. was started if the 
procedure was long. This was discontin- 
ued prior to closure. 

Anesthesia consisted of sodium pento- 
thal alone or in combination with suc- 
cinylcholine chloride, nitrous oxide or 
Demerol. Intravenous anesthetics were ad- 
ministered through the same administra- 
tion set as the urea solution. 

Since urea is a potent diuretic, an in- 
dwelling catheter was introduced into each 
patient before operation and left in place 
until normal urine flow was established. 
Diuresis usually began thirty minutes 
after the start of the infusion. 

Results.—As is indicated in the accom- 
panying table, the operations in which 
urea was used were fairly representative 
of those commonly encountered in neuro- 
surgical practice. 





Use of Urea in the Treatment of Intracranial 
Conditions: 42 Cases 





Acute head injury with depressed skull 
fracture with laceration of the brain 


Subdural Hematoma 


oe SES EEL GSI aes rode ee eR ORS Sen Shy eee 3 
Op es SETS IO CECE TERE EAE See Sere Cel 2 
Spontaneous intracerebral hemorrhage........ 1 
rns SIRE ge a ag 8 
AMATOCTONIAL QNCUTVSM |... ooo. 225.80 cicic-cnoccane 2 
Brain Tumors 
“ag ate sameeren terete oo epee 2 
PrrnnON So! eo an Ae 2 
Ree A CEE Se peo NOL Bally Ee FRE TOD SHEE 3 
Cerebellar hemangioblastoma .......................... 1 
oe EIST EERE Ste aoe oe Sew OT Err 7 
Cerebral contusion and cerebral edema.......... 4 





Exposure of the brain ranged from good 
to excellent in all patients. In those in 
whom there were signs of increased intra- 
cranial pressure before administration of 
the urea solution, the brain was usually 
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observed at the level of the dura or slightly 
below at craniotomy. In those in whom 
no sign of increased intracranial pressure 
was evident, the brain was usually well be- 
low the level of the dura and sometimes 
more than 0.5 cm. below the inner surface 
of the cranium. 

The reduction in brain volume facili- 
tated surgical procedures in many cases 
and reduced the amount of damage to nor- 
mal tissue below that which might have 
been expected without the benefit of urea. 
In the operation for tic douloureux I use 
an intradural approach exclusively. The 
use of urea has decidedly facilitated ex- 
posure of the gasserian ganglion with 
minimum manipulation of the temporal 
lobe. In cases of head injury, when frac- 
tures of the skull depressed sections of 
the cranium and caused laceration, expo- 
sure or protrusion of brain tissue, decom- 
pression or shrinkage of the brain with 
urea allowed repositioning of the encepha- 
lon and cranioplasty with minimum dam- 
age. 

In the extirpation of brain tumors, re- 
duction in volume of the enlarged brain re- 
sulted in better exposure of the neoplasms 
and lessened the damage to normal brain 
tissue ordinarily accompanying such pro- 
cedures. In the 2 patients with ruptured 
aneurysms the use of urea permitted ready 
removal of the hematomas and clipping of 
the aneurysms. 

In 1 case of cranioplasty, in which the 
patient had large cranial defects, two sub- 
stantially identical operative procedures 
were performed, with and without decom- 
pression with urea. Discussion of this case 
may be permitted, since it so strikingly il- 
lustrates the value of this agent. Prior to 
the use of urea for intracranial decompres- 
sion in this hospital, the patient was ad- 
mitted for cranioplasty because of a left 
cranial defect. During the operation the 
brain began to expand, and it was neces- 
sary to reduce intracranial pressure by 
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lumbar puncture. The total operating time 
was two hours and twenty minutes. 

Recently this patient was readmitted for 
cranioplasty of the right side. In this op- 
eration urea was used, in accordance with 
the present practice. Cranioplasty was 
easily accomplished. No lumbar puncture 
was necessary. The operating time was 
fifty minutes. 

In 1 case of acute subdural hematoma in 
which urea was used during the operation, 
the patient regained consciousness imme- 
diately after removal of the hematoma. 
Four hours later, however, he again be- 
came comatose and showed clinical signs 
of uremia. It was discovered that there 
had been an interruption in the intra- 
venous replacement therapy (administra- 
tion of 10 per cent dextrose in water), 
which had been instituted after the ad- 
ministration of urea, and the output of 
urine had dropped almost to zero. Imme- 
diately after intravenous administration 
of 5 per cent dextrose in water a copious 
flow of urine followed, and within twenty 
minutes the patient was quite alert. 


COMMENT 


Although the exact mechanism by which 
hypertonic urea solutions “work” requires 
further investigation, their effect in reduc- 
ing brain volume appears to be primarily 
due to the osmotic pressure differential 
between blood and cerebrospinal fluid. Evi- 
dence produced thus far indicates that the 
decompressive effects of urea are not di- 
rectly related to its diuretic action. Brain 
volume and cerebrospinal fluid pressure 
are reduced before diuresis occurs. 

The diuretic effect of urea must be con- 
sidered, however, since dehydration is pos- 
sible with large or continuing administra- 
tion of the agent. Adequate fluid and elec- 
trolyte replacement therapy should be in- 
stituted when indicated. In this series of 
patients the output of urine was watched 
carefully. Severely impaired renal func- 
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tion must be considered a contraindica- 
tion. 

No significant side effects were encoun- 
tered. Pulse, respiration and blood pres- 
sure were not noticeably affected. There 
was no interference with anesthesia; no 
sign of increased intracranial pressure 
above preinfusion levels was observed, and 
no serious damage to the vein was encoun- 
tered. A slight hardening of the vein for 
approximately 6 to 8 cm. proximal to the 
needle was noticed in a few instances, but 
no thrombosis or frank thrombophlebitis. 
Some tendency toward capillary oozing 
was evident. Severe dehydration in 1 pa- 
tient was readily corrected by intravenous 
fluid therapy. 

Use of the urea solution provided ex- 
cellent exposure in all of the patients. I 
am convinced that it has tremendous value 
in reducing trauma to normal brain tissue, 
reducing the time of operation and con- 
tributing to a much smoother operative 
course. The use of urea for brain decom- 
pression often simplifies and extends the 
limits of neurosurgical procedures and, in 
some patients, proves to be life-saving. 


ZUSAM MENFASSUNG 


Bei zweiundvierzig Kranken wurde durch 
Anwendung einer dreissigprozentigen 
Harnstoffinvertzuckerloesung intrakrani- 
elle Dekompression erzielt. Das Verfahren 
gestattete eine ausgezeichnete Freilegung 
des Gehirns, vereinfachte die neurochirur- 
gischen Eingriffe und setzte die Schaedi- 
gung des normalen Hirngewebes, die bei 
Operationen innerhalb des Schaedels haeu- 
fig vorkommt, auf ein Mindestmass herab. 
Es traten keine wesentlichen Nebener- 
scheinungen auf. Die mitgeteilten klini- 
schen Erfahrungen scheinen Javid’s Beo- 
bachtung, dass dieses Mittel zur intra- 
kraniellen Dekompression der Anwendung 
anderer Verfahren weit ueberlegen ist, zu 
bestaetigen. 
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RESUME 


Une décompression intracranienne a été 
pratiquée chez 42 malades au moyen de 
30% d’urée dans une solution de sucre 
interverti. Cet agent permet une excel- 
lente visibilité du champ opératoire, une 
technique chirurgicale simplifiée et di- 
minue les risques de lésions des tissus céré- 
braux normaux. Aucun effet secondaire 
notoire n’a été relevé. Cette expérience 
clinique parait confirmer l’observation de 
Javid, 4 savoir que cette méthode donne en 
général des résultats nettement supérieurs 
a ceux des autres techniques de décompres- 
sion intracranienne. 


RIASSUNTO 


In 42 malati si ottenne una decompres- 
sione intracranica mediante l’uso di una 
soluzione al 30% di urea in zucchero in- 
vertito. Questa sostanza consente un’ec- 
cellente esposizione del cervello, sempli- 
fica l’intervento e riduce al minimo i danni 
sul tessuto cerebrale conseguenti alle ma- 
nipolazioni. Inoltre manca di ogni effetto 
collaterale. L’esperienza acquisita sembra 
confermare le osservazioni di Javid secon- 
do cui l’impiego di questa sostanza é in 
genere superiore a qualunque altro metodo 
di decompressione intracranica. 


SUMARIO 


A descompressao intracraniana foi obti- 
da em 42 doentes submetidos ao uso de 
soluto de acucar invertido contendo urea 
a 30%. Este agente terapeutico promove 
excelente exposicao do encefalo, simplifica 
os metodos neurocirurgicos e diminui o 
dano ao tecido cerebral durante a manipu- 
lagéo intracraneana. Nao houve reacées 
secundarias. A experiencia clinica con- 
firma as observacées de Javid de que 0 uso 
deste agente é muito superior aos outros 
metodos de descompressao intracraniana. 
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RESUMEN 


En 42 enfermos se ha practicado la des- 
compresion intracraneal mediante el em- 
pleo de urea al 30% en solucién azucarada. 
Este medio permite una excelente expo- 
siciédn del cerebro, simplifica los procedi- 
mientos neuroquirtrgicos y reduce las le- 
siones del tejido cerebral sano que ocurren 
amenudo incidentalmente en la manipula- 
cién intracraneal. No se han producido 
efectos colaterales de importancia. La ex- 
periencia clinica parece confirmar la ob- 
servacién de Javid de que el uso de esta 
sustancia es con mucho superior a todos 
los demas métodos conocidos para la des- 
compresion intracraneal. 
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What a patient should be told depends on the patient’s personality. The per- 





sonality make-up of the patient may be misjudged by the physician. To complicate 
matters, the patient’s nearest of kin may insist on modifying what the physician 
may be convinced is the proper thing to tell the patient. 

My experience has led me to the firm opinion that the patients who want to 
know will either ask the physician questions so directly that no evasive answer 
is possible, or make it their business to find out from some other source. The pa- 
tients who should not be told that they are suffering from a malignant disease are. 
in effect, those who do not wish to be told. Perhaps the best rules to follow are: 
not to offer any voluntary opinions and to make the answers fit the patient’s ques- 
tions. This, I am sure, can be done without lying, in the way one answers a child 
when he becomes curious about sex. 


—Davidoff 
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CONSIDERABLE experience with 
>» various preparations for suppres- 

sion of lactation and prevention of 
postpartum engorgement of the breasts 
indicates that five characteristics are fun- 
damental to the ideal agent: (a) it should 
be effective on administration at any time 
before the actual onset of engorgement; 
(b) it should be able to suppress conges- 
tion and pain promptly when given too 
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Estradiol valerate, in regular or 
concentrated formulations, given in- 
tramuscularly in a single dose of 20 
to 30 mg. to patients in active labor 
or recently delivered, will effectively 
suppress postpartum lactation and 
recurrent engorgement of the breasts. 
Withdrawal or excessively prolonged 
bleeding is rarely a problem at this 
dose level, and an early return of 
normal menstruation may be antici- 
pated. Estradiol valerate has many 
of the attributes of the ideal suppres- 
sant and was the preferred agent 
among those tested during this in- 
vestigation. 
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late to check engorgement; (c) it should 
permit any mother to nurse should she 
change her mind “in midstream”; (d) its 
use should not be associated with pro- 
longed or withdrawal bleeding, with de- 
layed or recurrent congestion or discom- 
fort of the breast or with the delayed 
onset of normal menstruation, and (e) its 
administration should not seriously incon- 
venience the nursing personnel. 

The use of a long-acting proestrogen 
has been reported.' Although this sub- 
stance was quite efficient when adminis- 
tered properly, multiple doses were re- 
quired, starting soon after delivery. Tech- 
nical difficulties, including the varied 
schedules for medication at each hospital, 
were sufficient to produce irregular re- 
sults. The early institution of adequate 
medication required for successful treat- 
ment was haphazard rather than a rou- 
tine measure. It has been noted that when 
a sufficient amount of an effective agent 
is given soon enough and treatment is 
adequately prolonged, suppression of lac- 
tation is immediate and invariably satis- 
factory.2. To assure optimal medication 
with regard to the dose and the time of 
administration, suppressive agents are 
best given at the time of delivery and 
before the patient is removed from the 
table to be returned to her room. A few 
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TABLE 1.—Results of Single-Dose Hormone Medication for Suppression of Lactation 








Delestrogen Deladumone Delatestryl 
Potency ba ee X4 be, Xe zy X2 x49 
Service Private Private Service Service Private Private Private 
Patients treated, total 57 71 68 38 50 31 30 5 
Patients not followed up 18 9 28 
Patients included in report 39 71 68 29 22 31 30 5 
Patients who began nursing 
In hospital 8 3 4 6 4 0 0 0 
At home é 0 1 2 0 0 0 0 
Patients who failed at nursing 2 0 0 3 0 0 0 0 
Symptoms with suppression 
Immediate: 
Leakage 3 3 4 9 2 9 5 3 
Pain and/or congestion 2 4 8 5 2 7 3 3 
Delayed: 
Leakage 2 1 1 1 3 2 2 3 
Pain and/or congestion 2 2 0 1 1 0 0 
Symptomatic patients, total 5 6 g* 12** 5 13** 7 5 
Patients with bleeding more 
than 3 weeks post partum 13 24 29 7 Y 11 8 2 
Patients with first menses not 
more than 6 weeks 
post partum 15 46 37 10 12 19 12 3 
First menses not reported at 
6-8 weeks (service only) 16 12 10 
Ratio of prolonged bleeding 
to early first menses 0.81 0.52 0.78 0.7 0.58 0.58 0.67 0.67 
Ratio of symptomatic patients 
to patients included in report 0.13 0.08 0.14 0.41 0.23 0.39 0.23 1 





*8 of these received 0.5 ml. of concentrated Delestrogen. 
**23 of these were given 3 ml. of Deladumone instead of the optimal 4.0 cc. dose. 


patients have been treated during the first 
or second stage of active labor with ade- 
quate clinical benefit and no demonstrable 
untoward effects. 

Long-acting esters of the naturally- 
occurring testicular and follicular steroid 
hormones+ were made available in late 
1955 for further investigation of single- 
dose prevention of lactation and mam- 
mary engorgement. These included the 
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estrogen estradiol valerate, the androgen 


tLong-acting sex steroids were furnished through the 
courtesy of Dr. E. C. Reifenstein Jr., Associate Medica] 
Director, Squibb Institute for Medical Research, New Bruns- 
wick, New Jersey. 


Delestrogen: 10 mg. estradiol-17-B-n-valerate per milli- 
liter in sesame oil. 

Delatestry!: 200 mg. testosterone-17-B-n-enanthate per 
milliliter in sesame oil. 

Deladumone: A mixture of Delestrogen and Delatestry] 
containing 4 mg. estradiol valerate and 
90 mg. testosterone enanthate per milliliter. 

Es-31-53-8: Quadruple strength Delestrogen containing 


40 mg. estradiol valerate per milliliter. 
Double strength Deladumone containing 8 
mg. estradiol valerate and 180 mg. testos- 
terone enanthate per milliliter. 


Deladumone 2x: 
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testosterone enanthate and a _ balanced 
combination of the androgen and estro- 
gen. A number of clinical studies have 
demonstrated the efficiency with which a 
single injection of the androgen-estrogen 
combination suppresses lactation, relieves 
engorgement of the breasts and controls 
pain without interference with normal 
physiologic adjustments after parturi- 
tion. A more concentrated estrogen and 
estrogen-androgen mixture were fur- 
nished in 1957 and 1958 respectively. The 
series reported in this communication in- 
clude these various preparations. The 
drugs were injected by the “Z” technic 
deep into the gluteal muscle. When the 
concentrated materials became available, 
these supplanted the more dilute forms. 
Both private and hospital service patients 
were treated during this study. The con- 
centrated estrogen was used only for pri- 
vate patients, while the androgen-estrogen 
concentrate was given to both groups. 
Method.—During this investigation 350 
patients were given single-dose hormone 
treatment for suppression of lactation. 
Estrogen in regular or concentrated prepa- 
ration was administered in 196 cases, 
regular or concentrated androgen-estrogen 
combination in 149 cases and androgen 
alone in 5 cases. A further distribution is 
presented in the accompanying table. In 
an initial series, service patients with odd 
hospital numbers were given 20 mg. (2 
ml.) of the estrogen, whereas those with 
even numbers were given 3 ml. of the 
androgen-estrogen combination. For the 
most part, private patients were given 
20 mg. of estradiol valerate. A few were 
given the androgen-estrogen preparation 
and only 5 the androgen alone. In a sec- 
ond series, treated when the concentrated 
material became available, private pa- 
tients were given 40 mg. (1 ml.) of the 
estrogen or 2 ml. of the androgen-estrogen 
combinations; the last-mentioned dose is 
equivalent to 4 ml. of the original mix- 
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ture. Service patients were given only 2 
ml. of the concentrated androgen-estrogen 
combination. 

It was noted that prolonged bleeding 
occurred after the use of 40 mg. of estra- 
diol valerate. When the dose was reduced 
by half the effectiveness of the medication 
was lost, probably as a result of an un- 
calculated loss of high potency material 
in the large needle. When 0.75 ml. was 
given, with use of a tuberculin or insulin 
syringe and a 20-gauge needle, the results 
of treatment improved immediately. 
Twenty-seven patients in the first series 
could not be traced, and 28 in the second 
group were lost through “reporting” 
errors. All other cases are included in 
this communication. 

Results.——The results achieved in the 
350 cases treated with the various hor- 
monal preparations are reviewed in the 
accompanying table. Complete follow-up 
was possible with 295 of these patients. 
In the evaluation of results, the ratio of 
prolonged bleeding (over three weeks) to 
early menstruation (not over six weeks 
post partum) and the ratio of sympto- 
matic patients to the total number were 
determined. There is no statistical differ- 
ence between the treatment groups accord- 
ing to the first index (bleeding), but there 
is an appreciable decrease in patients with 
symptoms in whose cases the estrogen 
preparations were used. Of the 58 patients 
who were given 0.5 ml. or more of con- 
centrated estradiol valerate there was only 
1 with undesirable breast symptoms; de- 
layed leakage occurred in this patient. 
The symptom ratio for these 58 patients 
is 0.017, the best in the series. A greater 
number of patients in the estrogen groups, 
however, showed a tendency to prolonged 
bleeding than did patients treated with 
the androgen-estrogen combination. Ten 
patients were given 1 ml. of the concen- 
trated estradiol valerate bled for more 
than three weeks post partum. The figures 
given in the table represent the total for 
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the entire group. It is our impression 
that, when estrogen is given to suppress 
lactation, approximately 25 mg. of estra- 
diol valerate will answer the needs of most 
patients, with a minimal incidence of un- 
satisfactory results. 

Results with the concentrated androgen- 
estrogen combination were more favorable 
than those obtained with the regular for- 
mulation, probably because of the in- 
creased effects of larger amounts of the 
hormones. Statistically, however, the bene- 
fits of the two concentrations were almost 
identical. The androgen alone proved most 
unsatisfactory of all the hormone prepa- 
rations appraised. All of the androgenized 
patients, as well as many of those given 
smaller amounts of the androgen-estrogen 
combination, had a brief and symptomatic 
period of engorgement of the breasts 
while hospitalized. Forewarning these pa- 
tients did minimize their symptoms, al- 
though galactorrhea was occasionally pro- 
longed. 

Nineteen patients given estrogen and 12 
given the androgen-estrogen mixture 
nursed their infants after administration 
of the prophylactic steroids. Five nursing 
mothers discontinued feeding because of 
inadequate milk, but six “dried” mothers 
started nursing after their discharge from 
the hospital. In these cases the result was 
classified as failure in the suppression of 
lactation, since nursing was _ instituted 
when filling of the breasts occurred after 
discharge from the hospital. Despite hor- 
monal treatment, the 31 mothers were all 
able to nurse their newborn infants. 


COMMENT 


The definition of what constitutes fail- 
ure to suppress lactation varies with every 
patient and every physician. In the opin- 
ion of the average patient immediate pain- 
ful engorgement means failure, and yet, 
when patients are told ahead of time that 
a brief period of engorgement may occur, 
they overlook its presence unless the 
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symptoms are severe. All patients con- 
sider recurrent or delayed engorgement a 
failure of therapy, while leakage, unless 
excessive, is almost completely disregarded. 
When withdrawal bleeding occurs after the 
administration of estrogens for suppres- 
sion of lactation, this is often mistaken by 
the patient for the first menstrual period, 
and she may then be upset by the next 
“early” period or the prolonged amenor- 
rhea after such an incident. Prolonged 
bleeding can be troublesome when loss of 
blood is a critical factor or when the pro- 
longed wearing of protective materials is 
irritating. 

The physician, on the other hand, is 
disturbed only when the patient is con- 
cerned and complaining. Most often this 
is because of original or recurrent con- 
gestion. During this appraisal the pres- 
ence of all symptoms, immediate or de- 
layed leakage, pain and/or congestion, 
were considered unsatisfactory results. 
Similarly, the relation of normal early 
menstruation—that is, the first of con- 
tinued cyclic periods—to prolonged post- 
partum bleeding or oozing—was also eval- 
uated. In our opinion the persistence of 
bleeding is not necessarily an indication 
of overestrinization, since it occurred in 
patients treated with androgen alone. This 
may well be evidence of the lack of oxy- 
tocic stimulation to the involuting uterus 
in the non-nursing mother. It should be 
pointed out that 13 private patients 
treated with various hormone prepara- 
tions in this series have been delivered a 
second time and that 15 others are preg- 
nant at the time of writing. This easy 
recurrence of pregnancy is evidence that 
early ovulation and repeated pregnancy 
have not been prevented by single-dose 
hormonal medication. 


SUMMARY 


The results in 295 private and service 
patients given one injection of varying 
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doses of long-acting estrogen, androgen or 
an androgen-estrogen combination for the 
suppression of postpartum engorgement 
of the breasts is reported in this com- 
munication. The ratio of prolonged bleed- 
ing to early menstruation was slightly 
greater in the group given estrogen, but 
other symptoms were less evident when 
estrogen was administered. Approximately 
25 mg. of estradiol valerate is the pre- 
ferred level of medication in our opinion. 
Twenty mg. of the dilute material is satis- 
factory, but the chance of critical losses 
in the needle or through the injection 
track make larger doses of the concen- 
trate mandatory. Doses exceeding 30 mg. 
of estradiol valerate may lead to prolonged 
bleeding. In our experience, the addition 
of an androgen to estrogen increased the 
size of the injection without improving 
the results. Androgenic therapy, with or 
without added estrogens, was associated 
with an increased amount of breast leak- 
age. In general, patients have been well 
pleased with the fact that a single injec- 
tion is given before they are removed 
from the delivery table. 


CONCLUSIONS 


L’administration d’oestradiol (“Oestra- 
diol valerate”) en une seule dose de 20 a 
30 mg par voie intramusculaire durant le 
travail de l’accouchement ou aprés celui-ci, 
supprime efficacement la lactation post- 
partum et l’engorgement récurrent des 
seins. Cette dose ne provogue que rare- 
ment une hémorragie excessivement pro- 
longée, et un retour normal des menstrua- 
tions peut étre prévu. Les qualités de ce 
produit ont i incité les auteurs 4 lui donner 
la préférence sur tous les autres étudiés 
au cours des recherches ici présentées. 


RIASSUNTO 


Il valerato di estradiolo, semplice o con- 
centrato, somministrato per via intra- 
muscolare in una singola dose di 20-30 mg 
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a donne in travaglio di parto o nel post- 
partum é molto efficace nel sopprimere la 
lattazione e l’ingorgo mammario recidivo. 
Con questo dosaggio molto raramente si 
provoca un prolungamento dell’emorragia, 
e si anticipa in ritorno delle mestruazioni 
normali. Questo farmaco é per molti as- 
petti ideale ed é il migliore di tutti quelli 
sperimentati. 


SCHLUSSFOLGERUNGEN 


Eine einezelne intramuskulaer verab- 
reichte Dosis von 20 bis 30 mg valerian- 
sauren Estradiols in regulaerer oder kon- 
zentrierter Form fuehrt bei Patientinnen, 
die sich in den Wehen befinden oder kuerz- 
lich entbunden haben, zu einer wirksamen 
Unterdrueckung der Milchbildung und der 
rueckfaelligen Schwellung der Brueste. 
Bei dieser Dosis kommt es kaum zum 
Problem ausgedehnter Blutungen, und es 
kann mit einem fruehzeitigen Wiederauf- 
treten der normalen Menstruation gerech- 
net werden. 

Valeriansaures Estradiol hat viele 
Eigenschaften eines idealen Hemmungs- 
mittels und wurde waehrend der hier 
berichteten Untersuchung gegenueber an- 
deren einer Pruefung unterworfenen Mit- 
teln bevorzugt. 


CONCLUSIONES 


La administraci6n intramuscular de una 
sola dosis de 20 a 30 mgr. de valerato de 
estadiol en preparaciones regulares 0 con- 
centradas durante el parto e inmediata- 
mente después de él suprimen efectiva- 
mente la lactacién post partum y la 
congestion recurrente de las mamas. Rara- 
mente constituye un problema la supre- 
sién de una hemorragia excesivamente 
prolongnada con altas dosis y por otra 
parte puede anticiparse la reaparicién de 
una menstruaci6n normal. 

El valerato de estadiol cumple muchas 
de las exigencias de un supresor ideal y 
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es la sustancia preferida entre cuantas 
han sido ensayadas en estas investiga- 
ciones. 


CONCLUSOES 


O valerianato de estradiol administrado 
intramuscularmente na dose de 20 a 30 
mgrs. nos gestantes em trabalho ativo ou 
nas puerperas recentes suprime a lactacao 
e o engorgitamento dos seios. O sangra- 
mento é raramente observado nessa dose 
e a menstruaca pode ser antecipada. Esse 
medicamento provou ser ideal e foi o agente 
preferido durante esta investigacao. 
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Reverence for the physician has been characteristic of the Jewish people through- 
out the centuries. During the Middle Ages Jewish physicians were highly respected 
and sought out, even by the adversaries of Judaism and Jewry, and they served 
to introduce into the Western world much of the scientific knowledge current 
among Arab physicians and scientists. It is not surprising therefore that the patient 
in the Jewish community should lean upon the ministration of the physician or 
surgeon. He takes it for granted that the doctor is seeking to do all in his power 
to cure him or to prolong his life. Moreover, the patient wishes to believe that 
his doctor will not needlessly cause him distress of spirit or fatal anxiety. 

Thus in the Midrash, the ancient homiletic exegesis of the Torah (the Holy Law 
of Jewish tradition), we find the words: 

Even when the physician sees that death is approaching, 
he still says to the patient, “Eat this and abstain from 
that; drink this, and not that”; but he does not say, 


“Your end is near.” 
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—Newman 
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EATH of limbs, damage beyond re- 

pair, and primary malignant tumors 

are triple indications for amputation 
of a limb. In the third category are tumors 
that belong to the borderline group; 
neither their clinical history nor their 
pathologic features as revealed by biopsy 
can always label them definitely as inno- 
cent or ominous. Examples include osteo- 
clastoma, angioendothelioma, adamantino- 
ma, osteogenic and nonosteogenic fibroma 
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Certain tumors of the long bones, 
such as osteoclastoma, angioendo- 
thelioma, adamantinoma and carti- 
lagenous and osseus or fibrous 
tumors, when they show early ma- 
lignancy or are inherently of low 
malignancy, should be treated by 
segmental resection and massive 
autogenous bone grafting. 

An autogenous biflanged graft re- 
moved from the tibia is especially 
recommended for bridging the gap 
in weight-bearing long bones, be- 
cause of its capacity to withstand 
high breakloads with various 
stresses. 
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with malignancy, etc. Divergence of opin- 
ion exists with regard to the methods of 
treatment available, e.g., curettement, lo- 
cal excision, radiotherapy, segmental re- 
section and amputation. 

In a number of cases radiotherapy is 
advocated as the method of choice. After 
several years, however, a nidus of tumor 
tissue often starts growing again, and then 
operation is the only expedient. Operation 
with preoperative or postoperative radio- 
therapy is usually condemned, owing to the 
risks of postoperative indolence in healing 
and of osseous necrosis. Osteoclastoma is 
an example of this. 

Benign tumors with much damage to 
the structure of the host bone present a 
similar problem. Even local curettement 
or excision leaves too little of the shaft to 
be relied upon for weight bearing. 

When the long bones of the extremities 
are affected, segmental resection, as em- 
ployed in local mastectomy for carcinoma 
of the breast, may be considered, but even 
this method is beset with problems, such 
as maintenance of the limb’s length, par- 
ticularly if it is the leg, preservation of 
adequate strength for weight bearing, and 
mobility if the area near a joint is in- 
volved. 

Resection. — The problems of ablation 
may be resolved in the following ways: 

1. By removal of the tumor, leaving a 
surrounding zone of healthy tissue, with 
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the least disturbance of anything adherent 
to the tumor mass; 

2. By preservation of an adequate blood 
and nerve supply after resection; 

3. By reconstruction with a bone graft, 
the length of the limb being preserved as 
far as possible; 

4. By reconstruction of the joint if pos- 
sible; 

5. By designing the graft so as to per- 
mit early controlled use of the weight- 
bearing limb, even in cases in which the 
bridging is of considerable length, and also 
to satisfy the requisite of the graft’s sur- 
face “take,” limiting immobilization to not 
more than three or four months. 

Excision of the Joint—Removal of the 
neighboring joint may be necessary in the 
following circumstances: 

1. When the fragment of the shaft left 
near the joint is too small to insure ade- 
quate fixation of the graft. Even with 
such fixation the chance of “take” is small, 
owing to inevitable movement in the im- 
mediate vicinity. 

2. When weight bearing is difficult, par- 
ticularly in a joint as unstable as the knee. 

3. When power is insufficient because 
of too great muscle loss. 

4. When removal of the tumor necessi- 
tates excision of the joint. 

Graft. — The autogenous, angulated, 
biflanged tibial graft has been chosen as 
ideal for the following reasons: 

1. Its relative strength, as determined 
by the polytechnic machine, shows this to 
be the strongest of all types of graft. It 
can bear weight long before the whole of 
the massive graft is incorporated with the 
host. 

2. The uncertain “take” of the homog- 
enous graft makes the autogenous type 
preferable. 

3. “End-on” weight bearing is more re- 
liable than lateral weight bearing through 
the fixation screws. To achieve this, plate- 
like flanges in continuity with the inter- 
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posing portion are fixed to the host as 
inlay or onlay pieces, while the whole of 
the angulated, biflanged portion accurate- 
ly fits between the cut ends of the recip- 
ient shaft. 

4. Surface “take” at the ends is im- 
proved by autogenous chips removed from 
the upper end of the tibia. 


Regional Considerations. — Upper End 
of the Humerus: Osteoclastoma is com- 
mon at this site. This is a less formidable 
problem in the early stages than in late 
ones, when the joint has been involved 
and/or pathologic fracture is present. Sec- 
tion of the acromion and turning down the 
deltoid lid with the nerve supply intact 
will expose the joint at its upper aspect. 
Section of the coracoid at its middle and 
pushing it medially takes away the neuro- 
vascular bundle, and the two nerves, radial 
and circumflex, coming from the lateral 
and posterior aspect of the bundle are 
identified. The long heads of the biceps 
and triceps, teres major, latissimus and 
pectoralis major muscles are identified and 
divided, some close to their point of inser- 
tion and clear of the tumor mass. Short 
rotators and abductors, e.g., the supra- 
spinatus, infraspinatus, teres minor and 
subscapularis muscles, are divided around 
the neck of the scapula, and their cut 
edges are erased to clear the neck a little 
proximal to the capsular attachment. The 
humerus is divided 2 inches (5 cm.) below 
the tumor, usually just above the point of 
insertion of the deltoid. The neck of the 
scapula is sectioned with a Gigli saw, with 
precautions concerning the circumflex 
nerve in its immediate vicinity. With the 
touch of a sharp scalpel the tumor, with 
the intact joint, is removed. An autoge- 
nous angulated biflanged graft, removed 
in the meantime from the tibia, is fixed 
to the shaft with screws. The proximal end 
is buried in the cancellous tissue of the 
neck of the scapula after having been re- 
modeled into a spike. It is difficult to re- 
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tain this, owing to the distracting effect 
of the weight of the limb, so it is better 
to leave it alone and to have a false joint, 
in which case remodeling of the end is not 
necessary. Postoperative function is sur- 
prisingly satisfactory in proportion to the 
mutilation. A patient operated on four 
years prior to the time of writing, for 
osteoclastoma, Grade II, of the upper end 
of the right humerus, is now a technologic 
engineering student in applied physics. 
Apart from limitation of abduction and 
flexion to 45 degrees, he has enough 
strength to carry on his duties with his 
right hand and arm. The fact that the 
upper end is behind and above the coracoid 
process does not have any pressure effect 
on important structures. There is no local 
recurrence. 


Lower End of the Radius: This is not 
rare. Two types of operation can be done: 
(1) obliteration of the joint after remova! 
of the proximal row of carpus with the 
joint and the tumor mass, or (2) grafting 
in the upper end of the fibula in the re- 
verse. Good results can be obtained with 
either. 


Ulna and Fibula: Tumors of the ulna 
and the fibula are easily dealt with by lo- 
cal excision. Primary replacement by bone 
grafting is not necessary unless the tumor 
involves the whole of the upper end of the 
ulna or lower end of the fibula. 

Tumors in the lower end of the femur 
and the upper, middle and lower segments 
of the tibia are of considerable importance, 
owing to the fact that these are primarily 
weight-bearing bones. Not only must seg- 
mental resection be done, but primary 
autogenous bone grafting is essential to 
bridge the gap. The graft should be of 
sufficient strength to bear weight. Preser- 
vation of the joint is a tricky problem. 
Generally speaking, it is better to sacrifice 
mobility for stability to insure a proper 
gait without limping. 
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Upper End of the Tibia: The patient 
previously referred to had an osteoclasto- 
ma, Grade II, with multiple sinuses fol- 
lowing an attempt at earlier operation for 
biopsy elsewhere. 

The approach is through a longitudinal 
incision. The skin, with the soft tissues, is 
dissected from the tumor mass, special 
care being taken of the common peroneal 
nerve. The patellar tendon is severed at 
the lower border of the bone and the cap- 
sule incised in the joint line. The cruciates 
are severed. The fibula is cut through as 
near the joint as possible. The anterior 
tibial artery, identified at the upper end 
of the interosseous membrane, is pushed 
laterally or divided between ligatures. The 
popliteal artery hugging the posterior 
upper margin of the tibia is pushed back- 
wards by careful dissection, keeping close 
to the bone. This is facilitated by flexion 
of the joint to 120 degrees. The tendons 
of the popliteus and semimembranous 
muscles, the biceps, the tibial ligaments 
and the strap muscles are severed. The 
tibia is then sectioned subperiosteally 2 
inches (5 cm.) below the tumor, and the 
distal end of the segment is raised. All soft 
tissue attachments are cut (one works 
generally through the popliteus). The 
mass is now free to be removed. The fibula 
is modeled and pushed into the slot on 
the outer condyle of the femur. An autog- 
enous angulated graft may be inserted at 
the lower end of the femur at its medial 
condyle, and the other end is screwed to 
the tibia. (In the aforementioned case this 
grafting was postponed until the wound 
had healed and there was no lurking sep- 
sis.) 

Midtibia: Tumors of the midtibia offer 
a comparatively easy problem. Segmental 
resection, with replacement by an angu- 
lated biflanged autogenous graft, serves 
the purpose. The case presented is one of 
pulsating angioendothelioma with clusters 
of pericytes (pericytoangioendothelioma). 
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The patient was operated on in 1951 and 
is now active, with no local recurrence. 


Lower End of the Tibia: Tumors at the 
lower end of the tibia, as in 1 of my 
cases, bring out the problem of adequate 
fixation of the graft at the lower end to 
insure bony fusion. Even the slightest 
movement at the ankle while it is in plas- 
ter will result in movement at the site of 
section, and this may end in delayed union 
or even nonunion. In the circumstances, 
it is advisable to abolish the ankle joint 
in the 5-degree equinus of the ankle. This 
not only helps adequate fixation of the 
distal end of the graft but effeets complete 
immobilization. The graft used in this case 
was taken from the opposite fibula. 


Postoperative Care.—-The limbs are im- 
mobilized in plaster, the joints above and 
below being incorporated. A_ periodic 
checkup is necessary for union. When the 
ends show union with the host, the patient 
is allowed controlled movements and 
weight bearing. In the majority the graft 
is gradually taken up, as can be seen by 
its irregular margin, the central portion 
being the last to be incorporated with the 
host. 


CONCLUSOES 


Refere-se a certos tumores ésseos como 
os osteoblastomas, angioendoteliomas, 
adamantinomas e tumores fibrocartilagi- 
nosos. Quando mostram malignidade 
inicial ou sao de baixo grau de maligni- 
dade podem ser tratados pela resescc4o 
massica seguida de enxérto dsseo. Re- 
commenda um enxerto obtido da tibia 
preenchendo a falha éssea. 


CONCLUSIONES 


Se trata en este trabajo de ciertos 
tumores de los huesos largos tales como 
el osteoclastoma, el angioendotelioma, el 
adamantinoma y los tumores cartilagino- 
sos o fibrosos. Cuando tales tumores 
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muestran malignidad precoz o son de 
malignidad discreta deben ser tratados 
por la reseccién segmentaria masiva y el 
ingerto éseo auténomo. 

Un ingerto autégeno tomado de la tibia 
es especialmente recomendable para suplir 
la pérdida de substancia entre los dos 
extremos 6seos sanos, lo que permitira 
soportar bien la carga de peso en cuan- 
quier eventualidad. 


CONCLUSIONS 


Certaines tumeurs des os longs—ostéoc- 
lastomes, angio-endothéliomes, adamanti- 
nomes, tumeurs cartilagineuses, osseuses 
et fibreuses, sont décrites. Lorsqu’elles 
sont précocément malignes ou d’emblée 
bénignes, le traitement devrait consister 
en une résection segmentaire avec auto- 
greffe osseuse massive. 

Une autogreffe 4 double bride prélevée 
sur le tibia est particuliérement recom- 
mandée afin de franchir les bords de la 
bréche pour les os longs supportants de 
grands poids, en raison de son pouvoir 
de résistance 4 des poids excessifs. 


SCHLUSSFOLGERUNG 


Gewisse Tumoren der langen Knochen 
wie Osteoklastome, Angioendotheliome, 
Adamantinome und knorplige oder kné- 
cherne Fibrome sollten, wenn sie friihe 
bésartige Verainderungen aufweisen oder 
wenn sie von Natur nur von geringgradi- 
ger Malignitit sind, mit segmentarer 
Resektion und massiver Transplantierung 
autogenen Knochens behandelt werden. 

Zur UWherbriickung des Defekts in lan- 
gen Knochen, die einer Gewichtsbelastung 
ausgesetzt sind, empfiehlt sich besonders 
ein doppelflanschiges Transplantat aus 
der Tibia des Patienten, weil dieses eine 
besondere Widerstandsfahigkeit gegen- 
iiber hohen Bruchbelastungen aufweist. 
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CONCLUSIONI Si dimostra particolarmente utile un 

Alcuni tumori delle ossa lunghe, quali tYapianto tibiale per colmare le perdite di 

l’osteoclastoma, l’angioendotelioma, l’ada- Sostanza delle ossa lunghe sottoposte a 

mantinoma, devono essere trattati con la carico, in quanto esso é addatto a resistere 
resezione segmentaria e il trapianto osseo. a sforzi di vario genere. 


The character of British surgery is further influenced by the wide opportunity 
it offers to men of every stamp. On the continent it is clear that one who would 
reach the highest ranks must be academically distinguished, orthodox in his tenets, 
tactful, and patient. In Britain, on the other hand, any man can rise to the top 
on his merits, though his qualifications are of the humblest, his views eccentric, 
his origin obscure, and his manners uncouth. One of our leading surgeons, a man 
from whom I have learned more than I can acknowledge, has won an international 
reputation in his own branch of surgery and a teaching appointment in an impor- 
tant university with a pass degree in surgery. Some have made a name by fighting 
the tenets of their own school, and now have no surer friends or warmer supporters 
than their old teachers. Others again, who miss no opportunity to offend a patient 
or quarrel with a colleague, have risen to high positions by the excellence of their 
work alene. 

This wide opportunity is again the outcome of two national traits, the unparalleled 
generosity of the public, and its refusal to accept any experts other than those of 
its own choosing. No appeal for funds is ever launched in vain. Famine, flood, 
pestilence, or war in the most distant lands will always move the Britisher to put 
his hands into his pocket to relieve the victims. When the appeal is for a hospital 
the response is usually immediate, and the largest sum raised in the shortest time 
for this purpose was subscribed by the inhabitants of that Scottish city whose grim 
pride is in its reputation for close-fistedness. The characteristic British hospital, 
therefore, is not the large Allgemeines Krankenhaus or Universitats Klinik, but 
the much smaller voluntary hospital. Every town has its hospital, and nearly every 
village its cottage hospital. They vary in size from a thousand beds to a dozen, 
and in scope from general work to limited specialism. 


—Ogilvie 
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Circumferential Wiring as an Aid to the 


Management of Maxillofacial Fractures 


A. P. PANAGOPOULOS, D.D.S., M.D., F.I.C.S.* 


CHICAGO, ILLINOIS 


IRCUMFERENTIAL wiring is a 
¢ method known since the beginning 

of this century and has been used in 
general orthopedic surgery as well as for 
reduction of maxillofacial fractures (Fig. 
i, 

If one reviews the literature, it is sur- 
prising to find how little this method, re- 
gardless of the satisfactory results re- 
ported,! is used in everyday practice. How- 
ever, this method, because of its simplicity 
and little risk, has offered great help, espe- 


*Member of the Otolaryngology staff, University of IIli- 
nois; former director of the Stomatological-Maxillofacial De- 
partment of Surgery, Red Cross Hospital, Athens, Greece. 

Submitted for publication April 28, 1958. 





The circumferential wiring method, 
like any other employed in surgical 
practice, presents advantages and 
disadvantages. Nevertheless, be- 
cause of its many applicable poten- 
tialities in treatment of different types 
of maxillofacial fractures, with little 
risk and an easy conservative ap- 
proach, it offers good results. The 
few cases reported here represent 
some material from the author's per- 
sonal archives and demonstrate 
some of the various types of fracture 
for which this method proved an in- 
valuable aid. 
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Fig. 1—Application of circumferential wiring 
method cn an orthopedic case for bone graft fixa- 
tion in a long bone. 


cially in certain fracture groups and cate- 
gories, namely pediatric and geriatric frac- 
tures. 

Until ten years ago, these two types of 
fracture were seldom encountered. For in- 
stance, in my own statistics on 1,500 cases 
of fracture of the jaws treated between 
1941 and 1949, only 22 of the fractures 


From an article read at the Twenty-First Annual Con- 
gress, the material presented during the September, 1956, 
Chicago meeting of the United States and Canadian Sections, 
International College of Surgeons, Chicago, Sept., 1956. 
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Fig. 2.—Diagram demonstrating the circumferential wiring method in the mandible: A, technic of 
passing wires; B, application of splint during reduction; C, cross section of mandibular bone with 
splint and wires in place. 


occurred in children and 17 in older per- 
sons about 1.4 and 1 per cent respectively. 

Today, in an age of electronics and high 
speeds, these proportions have changed 
completely, because all age groups are ex- 
posed almost equally to multiple and seri- 
ous injury, including fracture. 

Pediatric and geriatric fractures of the 
jaw present common problems. The main 
one is the characteristic absence of the 
natural means of retention for fixation and 
immobilization, that is, the teeth. Even 
when some teeth are present, these alone 
do not supply sufficient means for reduc- 
tion. 

Another important problem is that in 
both groups one deals with soft, brittle 
and fragile bone tissue, limited in size and 
shape as compared with the architectural 
strong bony structures of the adult who 
has not reached old age. 

The third common point, relatively 
speaking, is that any kind of neglect or 
improper management in either case can 
produce dramatic future problems. In the 
child, facial deformities, orthodontic ir- 
regularities and dysfunction may develop 
because of growth centers, tooth germa, 
disturbance or injury of the temporoman- 
dibular joint and nerve; in the elderly or 
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aged patient bone diseases may result, 
such as osteitis or osteomyelitis, and dys- 
function may arise owing to pseudarthro- 
sis or malunion of the fragments caused 
by the atrophy of the senile bone struc- 
tures and their inability to heal under 
strenuous and traumatic conditions. 

Because of these principal reasons, my 
attitude toward pediatric and geriatric 
fractures leads me to use a conservative 
approach whenever possible.2 I consider 
circumferential wiring one of the most 
helpful conservative methods, because it 
involves minimal trauma to the tissues 
and results in good immobilization and fix- 
ation for these types of fracture (Fig. 3). 

True, this method has its limitations, as 
does any other; for instance, it cannot be 
applied to angular or ramus fractures, and 
its results in a case of horizontal dis- 
placement of the fragments are sometimes 
questionable. 

My next choice, if this method is not 
applicable, is a combination of intermaxil- 
lary wiring and intraoral open reduction, 
followed by extraoral open reduction. For 
these fractures, I never use blind methods 
and technics such as the Roger Anderson 
pin procedure and its variations or the use 
of Kirschner’s needle-wires.* 
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Fig. 3.—Pediatric fracture. Patient was 4 years old, with cerebral palsy and dentinogenesis imper- 

fecta after a fall, showing: A, oral condition and lines of fracture. B, roentgen view of the mandibu- 

lar fractures. C and D, postoperative roentgenograms with the acrylic splint and the cireumferen- 
tial wires in place. 





Another frequent type of fracture to arated from the body of the mandible in 
which the circumferential wiring method _ the upper part, including either the upper 
can be applied is that in which the frag- or the lower part of the alveolar process. 
ments, triangular or rectangular, are sep- Sometimes saving an independent “frag- 
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Fig. 4.—Geriatric fracture of the mandible produced after a fall. A, orai condition and deformity 


produced by antagonistic traction of two fragments. B, roentgenogram revealing position of frag- 
ments and line of fracture; C, postoperative roentgenogram showing acrylic splint and circumferen- 
tial wires in place after reduction. 


ment island” can be extremely important, 
especially to the reconstructive plastic op- 
erations in the patients’ future (Fig. 11). 
This method can be used in many ways, 
but the purpose is always the same: that 
is, to pass wires around the bone and, by 
means of a splint, to immobilize the frag- 
ments in correct position. Some surgeons 
have suggested using a trochar and can- 
nula; others describe good results with a 
long hypodermic needle,‘ and some finally 
introduced the Reverdin needle. All are 
acceptable, but the method the surgeon is 
most familiar with is certainly the best. 
Personally, I feel more secure working 
with a Reverdin needle, for these particu- 
lar reasons: 


Al B 





1. This instrument is so constructed that 
it allows me to advance it on the bone 
without twisting the instrument around 
and producing injuries and hematomas. 

2. Because of its long, strong handle, 
the instrument can be easily guided and 
advanced to the planned point safely. 

3. It offers me security; with other 
methods, foreign bodies have been intro- 
duced by bending the needles during the 
attempt to overlap the tuberosities of the 
bone. 

The way I apply this method is as fol- 
lows :° 

After preparing the face and the upper 
part of the neck and draping in the usual 
manner, I make a small, horizontal, stab 





Fig. 5.—Geriatric mandibular fracture in a 63-year-old shepherd produced by kick of mule. A, pa- 


tient soon after the accident, with bilateral submaxillary hematomas. B, roentgenogram revealing 

double fracture in premolar and molar regions. White arrows demonstrate line of fractures; black 

arrows, circumferential wires applied around acrylic splint reinforced with metallic lingual bar. C, 
treated patient six months later. 





a ae a 








VOL. 32, No. 4 


skin incision in the submaxillary area be- 
hind the fracture line and introduce the 
Reverdin needle, with the grasping end 
closed, from the lingual side of the mandi- 
ble through the oral cavity. The anatomic 
shape of the needle and its insertion in an 
oblique direction upward, backward and 
downward will help to overlap the curva- 
ture of the margin of the lower body of 
the mandible and to keep the instrument 
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on or near the bone without difficulty and 
without damaging the surrounding soft 
tissues. Then, advancing the instrument 
toward the previously made skin incision, 
I observe and guide the needle until it 
emerges. The next step is to open the 
sharp grasping end and pass a double No. 
28 or No. 30 gauge stainless steel, secur- 
ing one end of it with a hemostat and 
pulling the other through the oral cavity 





Fig. 6.—Geriatric fracture due to osteomyelitic process of mandible and pathologic fracture because 
of a chronically infected cuspid tooth root remnant. A, 68-year-old woman and the extra-oral sub- 
maxillary fistula produced by osteomyelitis. B, roentgenogram revealing root remnant and mandib- 


ular pathologic fracture. 


C, the long-existent necrotic root remnant in bone which produced patho- 


logic condition. D, postoperative roentgenogram showing reduction of fracture after removal of ne- 
crotic root remnant. Patient’s lower denture was used as a splint for application of circumferential 
wiring. 
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Fig. 7—Mandibular fracture of a middle-aged woman, produced by a fall downstairs. A, roentgeno- 
gram revealing middle line fracture (white arrows). B, appliance used for reduction, which consists 
of stainless steel bands connected by means of labial and lingual bar with saddle type plate of black 
vuleanite which corresponds with opposite edentulous side of mandible. C, appliance in place after 
cementing of bands and fixation of part of saddle type plate on alveolar process by circumferen- 
tial wiring. Extra-orally a Barton’s bandage supports fixation and immobilization. D, postoperative 
roentgenograms revealing appliance and circumferential wire in place after reduction of fracture. 


extraorally. While this is done with one 
hand the other is holding the mandible, 
placing the thumb on the alveolar process 
and the rest of the fingers extraorally, 
holding the bone from the submaxillary 
region (Fig. 2). Before this last maneu- 
ver, I recheck the grasping end to be sure 
that it is completely closed, and then, 


while pulling it out, I keep the knob on 
the handle of the instrument steady so 
that it does not open while going through 
the tissues. Both of these two “little” de- 
tails prevent unnecessary tearing of soft 
tissues. 

Another hemostat is placed in the other 
end of the wire, and the needle is re- 
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Fig. 8.—Bilateral pathologic fracture in a 35-year-old man after mandibular bone destruction due to 
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Von Recklinghausen’s disease. A, extra-oral fistula and deformity of lower facial area. B and C, 

roentgenograms revealing cystic formation and bone destruction and distortion due to progression of 

disease. D, appliance used by means of circumferential wiring to maintain relation of two main 

posterior fragments until final surgical treatment. White arrows show prepared openings on appli- 

ance which helped to secure circumferential wires and prevent slipping. EH, postoperative roentgeno- 
gram revealing applied method, with splint and wires in place. 


inserted in the vestibular region but in 
some vertical parallel, and again emerges 
through the same small skin incision. This 
manipulation is easier than the previous 
one because the plane of advancement is 
only slightly curved, in fact, almost 
straight. 

The needle, coming out, grasps the re- 
maining part of the wire and brings it 
into the oral cavity, and the two ends are 
secured with a hemostat. Exactly the 
same procedure is repeated with another 
wire anterior to the fracture line and, if 
indicated, in the opposite side of the man- 
dible. 

After the wires have been passed, I 
apply the prepared splint and proceed to 
the final fixation stage. This splint can 
be made of acrylic or metallic material, 
or a combination of the two (Fig. 7). 

Sometimes heavy wires arranged as 
labial and lingual bars (Fig. 9) can be 
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used, or even the patient’s denture or re- 
movable prosthesis (Fig. 6). I could men- 
tion many other variations that are appli- 
cable according to the individual case, but 
I cannot go into detail. I should like to 
emphasize, however, the importance of a 
careful preparation and study of the types 
of appliance that can be used as a splint 
and of providing a means for readjust- 
ment, if necessary, during the procedure. 
One must bear in mind that this appliance 
will stay in place for some time and that 
any cutting marginal surface or end can 
produce much discomfort and infection, 
because of trauma, the accumulation of 
débris and the septic environment. 

After this parenthetical comment I con- 
tinue the description of the technic, which 
now approaches the final stage: 


The splint-appliance is placed on the 
alveolar process and the fracture reduced, 
the surgeon holding with the fingers of 
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both hands and pressing the splint above 
gently but steadily. The assistant, at the 
same time, is tightening the wires and 
twisting them evenly clockwise until the 
fragments are immobilized completely. 
After securing the immobilization, I re- 
lease my hold on the bone and splint and 
cut the wires, placing their sharp ends in 
preplaced grooves or holes on the splint, 
in this way obtaining a smooth, non- 
traumatic surface. 

In some cases the aforedescribed method 
alone suffices, with no further immobiliza- 
tion of the mandible to the maxilla. In 
most of the cases, however, the applica- 
tion of circumferential wiring requires 
further immobilization, especially when 
there is a multiple mandibular fracture or 
when the maxilla is involved. 

In this case, if the patient wears a re- 
movable partial prosthesis (denture) and 
the existent teeth are in the shape and 
condition to be used as means of retention, 
this can be of great help (Fig. 10). Modi- 
fication of this prosthesis by removal of 
some of the false teeth, to create feeding 
spaces, is necessary before the intermaxil- 
lary fixation. Finally, the mandibular 
wires, which in this case have been kept 
long, are tightened with wires applied in 
the upper teeth. An extraoral help, such 
as mild pressure bandages, Barton’s band- 
age or some variation offering more sta- 
bility and relaxation, is advisable. 

If the patient is edentulous, one can 
make an upper basic plate with arrange- 
ments to maintain proper occlusional re- 
lations. I secure this on the maxilla by 
alveolar wiring. To achieve this, I intro- 
duce two wires in the anterior incisor re- 
gion and two more posteriorly, each in the 
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premolar region. Again these wires are 
to be used, with the mandibular ones, to 
secure the intermaxillary fixation. Again 
the need of extraoral help should be taken 
under consideration. 

A modification of the patient’s upper 
denture can be adjusted to the require- 
ments in the last-mentioned case. 


Often there is confusion of circumfer- 
ential wiring with the transcircumferen- 
tial wiring method, which is a variation of 
the first. Though this method offers ex- 
cellent results with oblique angular man- 
dibular fractures, I shall not describe it 
here because it is a combination of the 
wiring method with open reduction 
through the oral cavity. 


The complications of circumferential 
wiring are few and avoidable: 1. Displace- 
ment of the saddle-like splint if the wires 
have slipped. This can be prevented if 
one prepares holes or grooves on the splint 
where the wires can be inserted, adding to 
the stability (Fig. 8). 

2. Falling of one of our circumferential 
wires in the line of fracture (Fig. 9). 
This is enough reason to produce mal- 
union. 

3. One wire is tighter than the other 
and brings higher the fragment with 
which it corresponds. (This is a less seri- 
ous complication.) In this case there may 
be partial union resulting in irregularity 
of the alveolar process and a questionable 
prognosis. In the two last-mentioned haz- 
ardous cases, the immediate postoperative 
roentgenograms will help one to diagnose 
the error early and to correct it. 

4. Hematomas and abscesses. These 
may appear postoperatively but can be 
prevented if the needle is introduced on or 





Fig. 9 (opposite).—Severe mandibular fracture in 21-year-old woman. A, patient after plastic repair 
of extensive submandibular irregular wound. B, part of bony mandibular body with two premolars in 
place as it became completely separated and necrotic and produced bone loss. C, preoperative roentgeno- 
gram revealing extent of bone tissue damage. D, postoperative roentgenogram demonstrating metal- 
lie-acrylic appliance and circumferential wiring combined with intermaxillary method applied to 
maintain proper relation until plastic repair and bone graft transplantation could be performed. 
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Fig. 10.—Geriatric fracture of the maxilla-mandible of a 65-year-old man, caused by traffic accident. 

A, postoperative photograph of patient, showing applied prosthesis and splints during reduction by 

combined circumferential wiring, intermaxillary fixation method and extra-oral help by means of 

Barton’s bandage. B, acrylic appliance on plaster casts, showing open spaces for feeding purposes, 

maintenance of proper height and occlusal rejiation and prepared small holes for passing and securing 

wires for fixation. C, preoperative a demonstrating maxillary and double mandibular 
racture. 
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Fig. 11.—Severe mandibular fracture with 
extensive bone loss in 23-year-old woman, 
caused by shell fragment. A, patient soon 
after injury, in semishock. B and C, roent- 
genograms revealing bone loss and multiple 
fractures of remaining posterior fragments. 
Important aim of first stave of treatment 
was to reduce and immobilize these bony 
islands, maintaining the proper relation until 
plastic reconstruction. D, acrylic intra-oral 
appliance used as means of preventing two 
posterior fragments from falling inward. E, 
patient with the acrylic appliance immobiliz- 
ing fragments, intra-oral appliance in place. 
(Continued.) 
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Fig. 11 (continued).—F, roentgenogram demonstrating great value of circumferential wiring (white 
arrows) to maintain and utilize smaller fragments of left molar and ramus region. G and H, last 
stage of preoperative and postoperative reconstructive repair of plastic bone and soft tissues. 
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close to the bone, without trauma to the 
soft tissue, and if, at the time the needle 
comes out, before it is pulled or reinserted, 
it can be coated with an antiseptic (I pre- 
fer an iodine solution). 

5. Breaking of the wire during the tight- 
ening process. To prevent this, I suggest 
the application of double wires, 28 to 30 
ml. gauge, of stainless steel, which are 
more manageable and fit more accurately 
than others. 

ZUSAM MENFASSUNG 

Die Methode der peripheren Vereini- 
gung von Knochenenden mit Drahtnahten 
bietet wie alle anderen in der Chirurgie 
verwendeten Verfahren Vorziige und 
Nachteile. Nichtsdestoweniger fiihrt sie 
auf Grund ihrer vielen anwendbaren Még- 
lichkeiten in der Behandlung verschiede- 
ner Formen von Oberkieferbriichen ohne 
grosses Risiko und unter Gewiahrleistung 
eines leichten konservativen Zugangswe- 
ges zu guten Erfolgen. Die wenigen Falle, 
tiber die hier berichtet wird, stammen aus 
dem persénlichen Krankenmaterial des 
Verfassers und illustrieren einige der ver- 
schiedenen Bruchformen, bei denen sich 
das Verfahren von unabschatzbarem Wert 
erwiesen hat. 

SUMARIO 

O metodo de amarria circular metalico 
como qualquer outro usado em pacientes 
cirurgicos apresenta vantagens e desvan- 
tagens. 

Apesar de tudo, no tratamento dos di- 
ferentes tipos de fraturas maxilofaciais, 
com pequeno risco e facil acesso, oferece 
bons resultados. Os poucos casos apresen- 
tados aqui representam material dos ar- 
quivos do A. e demon stra alguns dos va- 
rios tipos de fratura para os quais este 
metodo provou ser um valioso auxiliar. 


RESUME 
Comme toute autre métode utilisée en 
chirurgie, la méthode du cerclage métal- 
lique présente des avantages et des incon- 
vénients. Elle permet cependant de bons 
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résultats en raison de |’étendue de son 
champ d’application dans le traitement des 
divers types de fractures maxillofaciales, 
avec des risques minimes et une voie d’ap- 
proche conservatrice aisée. Les cas rap- 
portés proviennent du matériel des ar- 
chives de l’auteur et démontrent quelques- 
unves des nombreuses variétés de frac- 
tures pour lesquelles cette méthode s’est 
révélée étre d’un secours inappréciable. 
RIASSUNTO 

Nella cura delle fratture maxillofacciali 
il metodo del cerchiaggio con filo metallico 
presenta vantaggi e svantaggi come ogni 
altro metodo; tuttavia deve considerarsi 
buono per la sua vasta gamma di impi- 
ego in ogni tipo di frattura, con pochi 
rischi e facilita di esecuzione. L’autore 
presenta alcuni casi a dimostrazione dei 
diversi tipi di frattura in cui egli ha usato 
con vantaggio quesso metodo di cura. ° 

RESUMEN 

El método del cerclaje con alambre, 
como otros empleados en la practica qui- 
rurgica presenta sus ventajas e incon- 
venientes. Sin embargo por miltiples 
posibilidades de aplicacién en el trata- 
miento de los diferentes tipos de fracturas 
maxilo-faciales con poco riesgo y facil 
aplicacién produce benos resultados. El 
corto numero de casos del archivo personal 
del autor prueba cémo en varios tipos de 
fracturas constituye el método con una 
ayuda invaluable. 
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The Treatment of Inflammation in 


Otolaryngology; the Use of Steroids 


and Heparin 


DAVID A. DOLOWITZ, M.D. 
SALT LAKE CITY, UTAH 


ternal ear and ear canal have long 
represented a difficult problem in 
treatment. This is a report of an attempt 
to approach the solution of the problem 


& HRONIC weeping eczemas of the ex- 


through the use of steroids and heparin in: 


controlling the inflammation. 

It has long been known that inflamma- 
tion may be pictured as a chain reaction 
of cellular damage presumably caused by 
histamine. The control of the histamine 

From the Connective Tissue Study Group, Department of 
Anatomy, University of Utah Medical School, Salt Lake 
"Taditians for publication May 5, 1958. 





The author describes his experi- 
mental and clinical results with the 
use of heparin to form a biologic re- 
pository with neomycin, polymixin 
or streptomycin in the treatment of 
weeping eczema of the external ear. 
Fourteen clinical cases were in- 
cluded in the study, and the condi- 
tion cleared in all, recurring after 
the discontinuance of treatment in 
only 2. The author's conclusion is 
that heparin has definite value in 
such cases, since its combination 
with suitable antibiotics makes it 
possible to apply the more toxic of 
the latter in higher and more effec- 
tive doses than would otherwise be 
possible. 











has been shown to be effected through 
three main mechanisms. The first (Dough- 
erty!) is based on the assumption that 
the steroids toughen the cell membrane, 
so as to make it less permeable to the 
histamine; the second (Bram Rose?), in- 
dicates that excretion plays a part in clear- 
ing the body of this compound. Finally, 
it has been suggested that the alkaline 
histamine is neutralized by the acid poly- 
saccharide heparin and forms granules,’ 
which are ingested by the connective tis- 
sue cells. Such cells resemble mast cells. 

Second, while antibiotics control infec- 
tion, they are frequently so toxic that their 
dosage is restricted to the bacteriostatic 
rather than the bactericidal level. 

To overcome this, a biologic repository 
is being sought for the more toxic anti- 
biotics. This must serve in several ways. 
It must allow a sufficiently high level of 
the antibiotic in the blood for a long 
enough period to control the infection, but 
not to allow the peaks in which the toxicity 
is excessive, and finally, it must not de- 
crease the activity of the antibiotic. 

Heparin, as has been noted, is an acid 
polysaccharide found in the body, where 
it forms an acid base complex with many 
alkaline substances.* An attempt was made 
to see whether an antibiotic heparinate 
of some alkaline antibiotics might not 
serve as such a repository.‘ This experi- 
ment has been tried with neomycin, poly- 
mixin and streptomycin, among their 
drugs.‘ It has been shown that heparinized 
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animals will tolerate lethal doses of one of 
these antibiotics.*® If the number of sur- 
viving animals is plotted against the dose 
of heparin, a linear protection is noted.*” 
This is a reversible reaction. Hence, after 
forming the antibiotic heparinate, the 
compound dissociates slowly, allowing a 
high enough antibiotic level to exist in the 
blood for long periods.*° 

With the employment of neomycin, mice 
were given injections of hemolytic Staphy- 
lococcus aureus. The highest tolerated 
doses were insufficient to protect the ani- 
mal. Administered as a mixture with hep- 
arin, however, twice the dose previously 
administered was safe and the animals 
survived.® 

As this showed that two of the afore- 
mentioned postulates were possible, atten- 
tion was shifted to the third. Here, in 
vitro studies were started with hemolytic 
Staph. aureus. These were inoculated on 
blood agar plates. The blood agar was pre- 
pared in three different ways. In one, 
hemolytic Staph. aureus was inoculated, 
and discs of neomycin, polymixin and 
streptomycin were placed on the plate. The 
area of clearing was measured. On the 
second blood agar plate, similar discs were 
first saturated in heparin and then placed 
on the agar plate. Here, there was a mod- 
erately increased area of clearing. Finally, 
discs were placed on a blood agar plate to 
which heparin had been added. Here, maxi- 
mum clearing was observed (Fig. 1). 


The postulate that heparin is an anti- 
biotic is not made. It is my opinion that 
the heparin permits diffusion of the anti- 
biotic across blood agar more easily, since 
the antibiotic is already in neutral form 
and does not combine with the acidic ma- 
terial in the blood agar plate as soon as 
it comes into contact with it. Dissemina- 
tion, therefore, is increased, and the area 
of clearing is enlarged. 

Since this seemed to answer all of my 
questions, an attempt was made to try 
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Fig. 1.—Inoculation of hemolytic Staph. aureus 
on blood agar plates. 


this in patients. Infected weeping eczema 
was chosen as the lesion for study. Since 
this was entirely visible, the effects could 
be seen and measured. The bacteria were 
easily obtained for culture and study. 
Weeping eczema of the ear was chosen, 
since our clinic is an otolaryngologic one. 

Weeping eczema may be divided into 
two types: (1) an early type, which will 
respond to almost any medication and will 
clear quickly and (2) a type that is highly 
resistant to all treatment. Fourteen cases 
of the latter type were selected. All of the 
patients had been treated unsuccessfully 
by myself or other competent otolaryngolo- 
gists and dermatologists for at least two 
years. A culture was taken of the existing 
organisms before starting treatment. 
Those most commonly present were he- 
molytic Staphylococcus aureus, proteus or 
pyocyaneus. An otomycotic infection was 
also present in 1 case. After the results of 
culture and the sensitivities of the organ- 
isms had been determined, the appropriate 
antibiotic and hydrocortisone were used 
for treatment, as ear drops. Since all other 
usual treatments, such as hot packs, etc., 
had been tried before, no attempt was 
made to use them again. In cases of suc- 
cess with the hydrocortisone and the anti- 
biotic, the patient was not accepted as a 
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subject. All 14 patients in whose cases 
this method was used had failed to respond 
to the antibiotic and steroid combination. 

A preparation of 1 per cent heparin* 
was kept in one bottle. The appropriate 
antibiotic (3 per cent neomycin,** poly- 
mixin or streptomycin), depending on the 
sensitivities of the particular organisms 
as determined in the in vitro experiment, 
was suspended in 2.5 per cent hydrocorti- 
sone solution and kept in a separate bottle. 
The reason for keeping the solutions in 
two bottles was that on contact of the 
neomycin with the heparin a precipitate 
would form, which would work perfectly 
well, but which would adhere to glass. 
Since this was a pilot experiment, it was 
decided that; rather than bother to sili- 
conize the glass or use plastic bottles, it 
would be easier to keep the two solutions 
apart. 

All 14 of the patients responded, healing 
occurring in periods varying from three 
days to six weeks. In 2 of the cases, as 
soon as the heparin antibiotic complex was 
stopped, there was a return of the diffi- 
culty. In some of the cases, when a fluid 
level could be maintained, the solutions 
were placed in the lower half of the ear 
canal, so that an area of treatment could 
be compared with an area not treated. 
This was particularly applicable to the 
cavities resulting from mastoid surgical 
procedures. The exudate would be scraped 
off periodically (Fig. 2A) and the cells 
studied. 

The heparin antibiotic complex treat- 
ment seemed to promote the formation of 
a fibrous plastic exudate which, within a 
few hours of soaking with the complex, 
resulted in a disappearance of all of the 
toxic granules, phagocytic cells and débris 
observed in the skin scrapings. Since in 


*The heparin used in these experiments was generously 
supplied by Andrew J. Moriarity, M.D., Medical Division, 
Department of Clinical Investigation of the Upjohn Com- 
pany, Kalamazoo, Michigan. 

**The neomycin used in these experiments was gen- 
erously supplied by Upjohn Company, Kalamazoo, Michigan 
and Schering Corporation, Bloomfield, New Jersey. 
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many cases clearing takes place with the 3 
per cent saline pack advocated by Sen- 
turia, similar slides have been made of 
scrapings of the exudate after treatment 
with saline, but they did not show the 
same degree of clearing (Fig. 2B). 

Of the 14 cases, 1 is here reported, with 





Fig. 2—A and B, photomicrographic studies of 

cells of exudate, from scrapings. In B, photomi- 

crographs were taken from scrapings after treat- 
ment with saline solution (see text). 





Fig. 3.—Patient with Raynaud’s disease, cyclic 
neutropenia and eczematoid dermatosis of ear 
canal. Photographs taken before and after treat- 
ment of ear condition with neomycin-heparin com- 
plex (see text). 
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accompanying photograph of the ear be- 
fore and after the heparin. 


REPORT OF CASE 

E. A., a 72-year-old white woman with 
Raynaud’s disease and cyclic neutropenia, was 
being treated and given steroid therapy con- 
stantly for this condition. In the past two 
years an eczematoid dermatitis of the ear 
canal had developed, which had not responded 
to treatment by dermatologists and had pro- 
gressed so rapidly that the internists were 
afraid the ear drum was punctured. They had 
treated her with various steroid combinations 
and antibiotics, unsuccessfully. Antihistamines 
also had no effect (Fig. 3). 

A culture was made, which showed a hemo- 
lytic Staph. albus, sensitive to bacitracin and 
neomycin. A bacitracin ointment was tried 
without success. A neomycin-heparin complex 
was therefore given. The ear cleared in three 
days. She stopped all treatment, and it re- 
mained clear for a month (Fig. 3). The pa- 
tient was seen once again, three months later, 
and the ear had remained completely well. 

In other cases the response was essen- 
tially the same. 

CONCLUSION 


In 14 cases, heparin was used to form a 
biologic repository with neomycin, poly- 
mixin or streptomycin. A solution of 1 
per cent heparin, 2.5 per cent hydrocorti- 
sone and 3 per cent of the appropriate 
antibiotic was used to treat a dermatitis 
that had not responded to any treatment 
for at least two years. All 14 patients 
recovered. In 2 the condition regressed 
as soon as the treatment was stopped. It 
is concluded that heparin has definite value 
in allowing the effective application 
(higher concentration) of the more toxic 
antibiotics, with resulting improvement in 
the infection and inflammation of weeping 
eczema and healing of the lesion. 


SCHLUSSFOLGERUNG 


Zur Schaffung eines biologischen Behalt- 
nisses von Neomycin, Polymixin oder 
Streptmycin wurde in 14 Fallen Heparin 
verwandt. Eine Lésung von 1 Prozent 
Heparin, 2,5 Prozent Hydrokortison und 
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3 Prozent des geeigneten Antibiotikums 
wurde zur Behandlung einer Dermatitis 
beniitzt, die mindestens zwei Jahre lang 
allen Behandlungen getrotzt hatte. In al- 
len 14 Fallen kam es zur Heilung; zwei 
davon wurden riickfallig, sowie die Be- 
handlung unterbrocken wurde. 


Der Verfasser glaubt, dass das Heparin 
bestimmt zur wirksamen Anwendung der 
mehr toxischen Antibiotika verhilft und 
zur Besserung der Infektion und Entziind- 
ung des nassenden Ekzems und zur Heil- 
ung der Erkrankung fiihrt. 


CONCLUSIONS 


L’héparine a été utilisée dans 14 cas 
pour former une combinaison biologique 
avec la néomycine, la polymycine ou la 
streptomycine. Une solution d’héparine a 
1 %, d’hydrocortisone a 2.5 % et d’un anti- 
biotique approprié 43 % a été appliquée a 
des cas de dermatites rebelles 4 tout traite- 
ment depuis plus de deux ans. 12 cas sur 
14 ont été ainsi guéris; 2 cas ont présenté 
une rechute dés la cessation du traitement. 

L’auteur estime que l’héparine est d’un 
précieux secours car elle permet des doses 
plus concentrées d’antibiotiques plus toxi- 
ques d’ou résultent 1 amélioration de l’in- 
fection et de l’inflammation puis la guéri- 
son des eczémas suintants. 


RIASSUNTO 


L’eparina é stata usata in 14 casi come 
veicolo biologico per la neomicina la poli- 
mixina e la streptomicina. In soluzione 
all’1% assieme ad idrocortisone al 2,5% e 
al 3% di antibiotico, é stata impiegata nel 
trattamento di dematiti che da almeno due 
anni erano state sottoposte senza successo 
ad altre terapie. In tutti i 14 casi si ot- 
tenne la guargigione, in 2 si ebbe una 
ricaduta non appena si sospese la cura. 

Gli autori sono del parere che l’eparina 
sia efficace nel consentire l’impiego di pit 
alte dosi di antibiotici tossici, permettendo 
cosi di conseguire un miglioramento dei 
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fenomeni infiammatori e infettivi fino alla 
guarigione dell lesioni. 


CONCLUSION 


En 14 casos ha sido usada la heparina 
asociada a la neomicina, el polimixin o la 
estreptomicina. Para tratar dermatitis que 
no habian respondido a otro tratamiento 
en los ultimos dos afos se ha usado una 
solucién de heparina al 1% con 2,5% de 
hidrocortisona y 3% de antibidtico ade- 
cuado. En los 14 casos se logr6 la cura- 
cién pero dos de ellos volvieron a aparecer 
tan pronto como ces6 el tratamiento. De 
acuerdo con la opinion del autor la hepa- 
rina permite la aplicacion efectiva de anti- 
bidticos mas t6xicos lo que traeria como 
consecuencia la mejoria de la inflamacién 
y de la infeccién la curacioén del edema. 


CONCLUSAO 


Usou a heparina em 14 casos juntamente 
com a neomicina, poliomixin ou estrepto- 
micina. Empregou uma solugao a 1% de 
heparina, 2,5% de hidrocortisona e 3% de 
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antibiotico indicado para tratar uma der- 
matite que nao respondera a qualquer tra- 
tamento ha dois anos. A cura se deu em 
14 casos; em 2 houve recidiva quando o 
tratamento foi suspenso. Na opiniao do A. 
a heparina permite o emprego efetivo dos 
antibioticos mais toxicos obtendo-se re- 
gressao da infeccao e da inflamacao do 
eczema e cicatrizacao da lesao. 
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Lister’s great discovery came at the psychological moment, for the stage setting 
had been prepared by Pasteur. Semmelweiss’s labours were not appreciated be- 
cause the science of bacteriology was unborn and the rationale of his methods was 
not understood. Pasteur’s demonstration of the role of bacteria in disease cleared 
away the mists of uncertainty surrounding the subject of antisepsis. 
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The Postoperative Anal Skin Tab 
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Sa 


Cause and Prevention 


IRVING ROSENBERG, M.D. 
PHILADELPHIA, PENNSYLVANIA 


N an effort to alleviate some of the pain 
following anorectal operations, clinical 
observations over several years were 

recorded. It was determined that post- 
operative pain can be divided by period 
into three categories: 1. Immediate post- 
operative pain, due to the shock of inci- 
sions on the nerve endings and intensified 
by tight binders or dressings of any type. 
This pain, although intense and requiring 
opiates, is short-lived and seldom of any 
consequence past a twelve-hour period. 
2. Relatively mild discomfort, increased 
by either of two factors—the presence of 
stool pressing on the anorectal line, await- 
ing passage, or the actual passage of the 
same. Once the stool has passed, however, 
mild pain ensues and the patient is rather 
more than less comfortable. 3. A third 
period of increased pain beginning on the 
fourth to the sixth postoperative day. Ob- 
servations at this time reveal the edema 
around and between the anal wounds. This 
edema, causing pressure upon nerve end- 
ings in the sensitive anoderm, creates long- 
lasting pain. Depending upon the degree 
of edema, the patient is incapacitated for 
two to four weeks, or longer. The edema 
can be classified into two types: (a) inter- 
stitial, in which the bridges of anoderm 
between incisions become markedly swol- 
len, and (b) peripheral, with swelling of 


Submitted for publication Dec. 28, 1958. 
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The anal skin tab resulting trom 
postoperative edema that does not 
promptly recede is discussed, with 
statistical results in 326 cases in 
which six different types of ointment 
were employed. No untoward sys- 
temic effects or local reactions were 
observed, and there was no delay 
in wound healing. The best results 
were obtained in those cases in 
which Neo-cortef was used, the com- 
position of which is given in tabular 
form. 











the wounds themselves. The cause of the 
two is similar, i.e., trauma of incision with 
secondary reaction and blockage of lym- 
phatic and venous channels. It is con- 
tended that prevention of edema will re- 
sult in diminished pain, and also in a 
diminished number of skin tabs. 

Skin tabs are the result of edema that 
does not promptly recede. Infiltration of 
fibroblasts into such a phlogistic area pre- 
vents prompt resolution, leading to poor 
functional and cosmetic results with pro- 
longed periods of disability. Previous pilot 
studies have been performed in which the 
conclusion was drawn that the application 
of 2.5 per cent hydrocortisone immediately 
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Fig. 1—A, B and C, three examples of skin tabs 
secondary to unresolved edema. 


after the operation and for at least four 
to five days thereafter, were of great aid 
in the prevention of edema and/or fibrous 
anal skin tabs. The criticism has been 
made of previous studies that the number 
of patients involved was insufficient and 
that the results, therefore, were not valid. 
This study was undertaken in an effort to 
prove or disprove the premise. 

Materials and Methods.—A total series 
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of 326 cases was studied. In each case, 
photographs in color were taken with a 
special close-up camera in the immediate 
postoperative period at intervals of sev- 
eral days until complete healing had taken 
place. As far as was possible, a complete 
record was kept on film. Notes were kept 
at the same time, so that statistical cor- 
relation could be made. Six different oint- 
ments were employed. Four were blind- 





Fig. 2—-A, B and C, acceptable postoperative 
results. 
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labeled and two were open-labeled. This 
was necessary because blind-labeled ma- 
terial was not available for all strengths 
of ointment. Table 1 lists the contents of 
each. 

Thus it is noted that three products, 62A, 
94A and 2.5 per cent Neo-cortef, contained 
hydrocortisone. Products 62A and 63A 
were given to alternate patients, as were 
94A and 95A. Mycitracin and 2.5 per cent 
Neo-cortef were also given in alternate 
cases. Only those cases were included in 
which anoderm had been sacrificed in at 
least two areas and in which the ointment 
was faithfully applied by the patient. Sur- 
gical technic did not vary, and all opera- 
tions were performed by myself. Hemor- 
rhoidectomies were performed by the Mil- 
ligan-Morgan technic and fissurectomies 
after Gabriel. 

Applications were started on the morn- 
ing of the first day after operation. In 
each case, a total of 1 ounce of material 
was used locally three times a day, after 
sitz baths. Generally the material ran out 
in four to five days. The patients learned 
self-administration by applying ointment 
on cotton tufts. 

Diet was not restricted in any way, and 
early ambulation was the rule. 


Results.—It became obvious, in the 





TABLE 1.—Composition of Ointments Employed 

















62A 1% Hydrocortisone in simple 
base with zinc oxide present. 

638A Simple base with zinc oxide. 

94A 1% Hydrocortisone in simple 
base. 

95A Simple base. 

Mycitracin Each gram contains: Bacitra- 

Ointment cin — 500 units, Neomycin 


Sulfate —5 mg., Polymyxin 
B Sulphate—5000 units. 


21%4% Neo-cortef Hydrocortisone Acetate — 25 
Ointment mg., Neomycin Sulphase—5 
mg., Methyiparaben — 0.2 
mg., Butyl-p-hydroxybenzo- 

ate—1.8 mg. per grma. 
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Fig. 3.—A, B and C, photographs in case of J.C., 
taken at eight days, eleven days and six months 
respectively, shown as examples of edema treated 
with ointment 63A (no cortisone). (Continued.) 


course of this study, that criteria other 
than visual were difficult to evaluate. Pain 
varied with the individual patient, his emo- 
tional state and his response to strange 
surroundings. Disability seemed to vary 
according to the type of labor involved and 
the amount of insurable compensation. 
Although in this study statistical evidence 








JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


OCTOBER, 1959 








Fig. 3 (continued).—D, E, F and G, photographs in case of R.B., taken at four days, two weeks, one 


month and five and one-half weeks, respectively. These are further examples of edema treated with 
ointment 638A and no cortisone. (Continued.) 


was included as far as possible, a visual 
basis for conclusions was attempted, with 
use of the presence or absence of edema 
and subsequent skin tab formation as 


criteria. A skin tab, as the term is used 
here, means a tab that offends surgical 
sensibility, has not been anticipated and 
leaves a desire for removal on the part of 





TABLE 2.—Number of Cases and Sex of Patients 


TABLE 3.—T ype of Case and Product Employed 























Number of Cases Sex 
62A 44 F—21 
M—23 
638A 45 F—23 
M—22 
94A 37 F—23 
M—14 
95A 37 F—21 
M—16 
Mycitracin 17 F—41 
M—36 
2.5% Neo-cortef 86 F—48 
M—38 





Hemorrhoids and Other 
Anorectal Pathologic 
Conditions, %* 


Product Employed Hemorrhoids, % 





62A 70 30 
638A 59 41 
94A 55 45 
95A 73 27 
Mycitracin 61 39 
2.5% Neo-cortef 73 26 





*Includes hemorrhoids with fissure, skin tabs, 
papillas, fistula, crypts, hidradenitis, condylomata 
accuminata, abscess and stenosis. 
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Fig. 3 (continued).—H, I, J, K, L, M and N, 
photographs in case of A.K., taken at four days, 
two weeks, ten days, one month, six weeks, 
five months and seven months, respectively. In 
this case edema developed in the second week, 
leading eventually to tab formation. This repre- 
sents one patient’s photographic history under 
treatment with ointment 63A. 
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TABLE 4.—Incidence of Edema with 


Various Products 





First Week, Second Week, ae aie 
° o 
‘o 


0 





Edema Present % 
62A 21 
638A 42 
94A 32 
95A 32 
Mycitracin 40 


2.5% Neo-cortef 20 


40 
60 
62 
43 
40 
29 


23 
29 








TABLE 5.—Incidence of Anal Skin Tabs 


with Various Products 





Tabs Ultimately Present 


Absent, % 


Present, % 





62A 

638A 

94A 

95A 

Mycitracin 

2.5% Neo-cortef 


19 
31 





the surgeon. Illustrations are presented 
(Fig. 1) which represent my concept of 
what constitutes a skin tab. A _ tabless 
anus is a comfortable anus in the early 
recuperative period. Months later, it does 
not seem to make much difference except 
from the cosmetic point of view. 

No untoward systemic effects or local 
reactions were noted. Applications either 
helped or were innocuous. Specifically no 
delay in wound healing occurred; in fact, 
the opposite was true in those cases in 
which there was no edema. An occasional 
patient complained of burning. Table 2 
lists the number of cases involved in each 
and the breakdown according to sex. In 
Table 3 is shown the type of case involved. 
In each instance, hemorrhoids were part 
of the pathologic picture, for it is in the 
type of operation applicable thereto that 
the effect is best demonstrated. 





Cc 


Fig. 4—A, B, C and D, photographs in case of L. L., taken at three days, eleven days, twenty- 


four days, and four months, respectively. 


es 


Patient was treated with 2.5 per cent Neo-cortef. 
This series illustrates peripheral edema appearing in the second week but later disappearing. (Cont'd). 
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Edema of either type appears at its 
maximum by the sixth to the tenth day. 
The best record was made by patients 
treated with 2.5 per cent Neo-cortef, in 
which cases the percentage incidence of 
edema developing by the second week was 
lower and freedom from swelling by the 
third week higher. Ointment of this 
strength was far superior when judged by 
the ultimate presence or absence of tabs. 
The apparent discrepancy between third- 
week edema and subsequent tab formation 
is explained by the fact that, in an occa- 
sional case, a tab developed in the absence 
of edema, owing to contraction on either 
side. Conversely, edema does not cause 
tab formation in all cases. 

Statistically, 1 per cent concentrations 
are ineffective if all are averaged, unless 
it is assumed that the presence or absence 
of zinc oxide is important, which I am 


Fig. 4 (continued) —E, F, G and H, photographs in case of S.S., taken at three days, thirteen days. 


three weeks and one month, respectively. In this case also Neo-cortef was employed, and edema did 
not develop at ail. 
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reluctant to conclude. The 2.5 per cent 
concentration would appear to be the mini- 
mum for good effect. 


SCHLUSSFOLGERU NGEN 


Zur Verhiitung oder zur Verminderung 
des postoperativen Oedems nach chirur- 
gischen Ejingriffen in der Gegend. des 
Afters und des Mastdarms hat sich die 
értliche Einspritzung einer 2,5prozentigen 
Kortisonlésung als niitzlich erwiesen. Auf 
diese Weise werden die Schmerzen nach 
der Operation herabgesetzt und die Zeit 
der Heilung abgekiirzt. Dem Verfasser 
sind keine unerwiinschten Nebenerschei- 
nungen bei der Anwendung des Kortisons 
begegnet. 

CONCLUSIONI 

Il cortisone al 2,5%, applicato local- 
mente dopo gli interventi sull’ano e sul 
retto, @ molto utile nella prevenzione 








dell’edema postoperatorio. Cié, a sua volta, 
diminuisce il dolore e abbrevia il periodo 
di guarigione. Non esistono effetti col- 
laterali dannosi. 

CONCLUSIONES 


La aplicacién local de cortisona al 2.5 
por mil es util para evitar el exema post- 
operatorio en la cirugia anorrecta. Ade- 
mas reduce el dolor y acorta el tiempo de 
curaci6n. E] autor no ha encontrado nin- 
guna consecuencia inconveniente en el em- 
pleo de este tratamiento. 


CONCLUSIONS 


Dans les cas de chirurgie anorectale une 
application locale de cortisone a4 2.5 % 
évite ou diminue l’oedéme, de méme que la 
douleur, et la guérison intervient plus 
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rapidement. L’auteur n’a enregistré aucun 
effet nocif pouvant étre mis sur le compte 


_ de cette thérapeutique. 


CONCLUSOES 


Considera util o emprego da cortisona 
a 2,5% localmente na cirurgia anoretal 
para prevenir ou diminuir 0 edema. Reduz 
a dor posoperatoria e diminue o tempo de 
cicatrizagao. O A. nao notou alteracoes 
com o uso deste material. 
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All illness has an intense psychologic effect. In transient illnesses it is considered 
of little importance, When, however, the disease seems to threaten one’s life, or 
one’s social or economic position, or one’s hopes and ambitions, it becomes a matter 
of profound psychologic importance. The effects of great anxiety may vary with 
different people and different situations, but invariably anxiety about one’s body 
tends to disturb the regulation of the autonomic nervous system and to aggravate 
the symptoms of the disease. When one’s health seems to be seriously threatened, 
the most important and disabling symptom is a feeling of weakness and utter 
exhaustion bordering on collapse, quite out of proportion to the constitutional effects 


of the actual illness. 





—Orgel 












Section en Francais 





Valeur Diagnostique de la Laparophotographie 


(The Diagnostic Value of Laparophotography) 


J. CAROLI, M.D., ET A. FOURES, M.D. 
PARIS, FRANCE 


étre présentées ont été prises avec 
un appareil utilisant comme source 
lumineuse un tube électronique flash. 

Les dimensions de ce tube sont suffisam- 
ment réduites pour qu’il puisse étre in- 
troduit dans la cavité péritonéale par la 
méme porte d’entrée que le systéme op- 
tique. 

C’est la réalisation de ce tube électro- 
nique qui nous a permis d’atteindre le but 
que nous poursuivions depuis plusieurs 
années: Faire de la laparophotographie 
une nouvelle méthode d’examen pratique, 
facile 4 accepter par le malade, et d’une 
réelle valeur diagnostique. 

Pour cela, il fallait que l’acte opératoire 
de la simple laparoscopie ne soit pas aug- 
menté par la prise des vues photograph- 
iques; il fallait surtout, que les documents 
obtenus soient parfaits par leur netteté et 
par l’exactitude de reproduction des coul- 
eurs, le chromodiagnostic ayant une trés 
grande importance dans les maladies du 
foie et des voies biliaires. 

Le tube électronique raccourcissant le 
temps de pose a prés d’un 1/1000 de sec- 
onde, permet une netteté parfaite des 
clichés. Ses petites dimensions ont rendu 
possible la réalisation d’un appareil d’un 
diamétre de 6.5 mm, c’est a dire pouvant 
passer au travers d’une canule d’un mo- 
déle standard et déja utilisé pour les la- 


ES laparophotographies qui vont vous 
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The authors present their observa- 
tions over two years of experience 
with laparophotographic studies and 
describe the apparatus employed. 
The photographic data thus acquired 
are, in their opinion, perfect. This 
method, according to their experi- 
ence, is simple to employ, and its 
value in diagnostic study is unques- 
tionable. 











paroscopies, l’acte opératoire reste donc 
le méme qu’il y ait ou qu’il n’y ait pas 
prise de vues photographiques. 

Le probléme des couleurs était plus com- 
plexe, leur reproduction exacte dépend de 
l’éclairage de ]’organe photographié, c’est 
a dire de la distance entre la source lumi- 
neuse et cet organe, or cette distance est 
trés difficile 4 apprécier par l’opérateur. 

Nous avons tourné la difficulté en ré- 
alisant un Générateur de Tension permet- 
tant d’envoyer dans le tube électronique 
des énergies différentes (15-30 ou 50 
Joules). 

En prenant pour chaque vue trois 
clichés avec les trois éclairages possibles, 
il est certain, que l’une au moins de celles 
ci reproduira les couleurs exactes. II est 
facile par la suite de reconnaitre le bon 
cliché, méme pour un médecin n’ayant 
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pas assisté 4 ]’examen laparoscopique. 

Depuis deux ans que nous utilisons de 
facon systématique cette nouvelle méthode 
d’exploration, nous avons pu nous rendre 
compte des services qu’elle pouvait rendre 
au médecin. 

Non seulement, les documents photo- 
graphiques se montrent souvent supéri- 
eurs a l’examen laparoscopique, en per- 
mettant de rectifier les comptes rendus 
opératoires parfois incomplets et méme 
erronés; mais encore, ils permettent la 
discussion en commun aprés |’examen soit 
avec le chirurgien avant intervention, soit 
avec un confrére d’une autre spécialité et 
ils font gagner un temps précieux aux 
Chefs des Services Hospitaliers, qui ne 
sont plus obligés d’assister eux mémes aux 
examens laparoscopiques qu’ils ont pre- 
scrits. 

Si la laparoscopie, examen de grande 
valeur, n’a pas connue jusqu’a ce jour le 
succés qu’elle méritait, c’est justement 
parcequ’il lui manquait un document ob- 
jectif indiscutable complétant le compte 
rendu opératoire. 

Méme si ce compte rendu est parfaite- 
ment rédigé, un doute dans les cas diffi- 
ciles peut toujours géner la décision théra- 
peutique du médecin responsible de la 
santé du malade. 

Cette lacune est aujourd’hui comblée, 
la laparophotographie est a la laparoscopie 
ce que la radiographie est a4 la radioscopie. 
Grace a l’instrumentation que nous utili- 
sons, cette méthode d’examen est, en outre, 
d’une technique simple et pouvant étre 
appliquée de facon ambulatoire; nous en 
avons fait, dans notre service de ]’Hopital 
Saint Antoine, un examen de consultation, 
les malades repartent chez eux aussitot 
aprés ocmme ils sont venus. II est donc 
actuellement possible de faire systéma- 
tiquement des laparophotographies 4 tous 
les malades justiciables d’un examen la- 
paroscopique. 

Le temps qui nous est réservé pour no- 
tre communication ne nous permet pas de 
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projeter tous les clichés que nous aurions 
désiré vous présenter. Les quelques photo- 


- graphies que vous allez voir sont tout de 
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méme suffisantes pour prouver la valeur 
de cette nouvelle méthode d’examen, toutes 
permettent par leur simple examen d’eta- 
blir le diagnostic. 

L’une d’elle représente une tumeur kys- 
tique dont l’origine rénale n’a été précisée 
que quelques jours aprés l’examen, par un 
urologue assistant 4 la projection de la 
photographies, il ne connaissait pas le ma- 
lade et en outre n’avait pas l’habitude de 
lire des documents photographiques en- 
doscopiques. C’est la une preuve irréfuta- 
ble de la valeur diagnostique des docu- 
ments photographiques. 

Vous verrez ensuite, une projection de 
l’ensemble de l’appareil avec le générateur 


‘de tension, l’appareil de prise de vues réa- 


lisé spécialement pour l’usage médical 
auquel il est destiné el l’endographe pro- 
prement dit qui, nous le soulignons, n’a 
qu’un diamétre de 6,5 mm. Cet appareil- 
lage, mis au point pour les photographies 
au cours de laparoscopies, sera d’ici peu 
adapté aux autres endoscopies. I] a déja 
permis de réaliser quelques photographies 
au cours de cystoscopies et de rectoscopies. 

Nous serions heureux, si la présentation 
de nos documents pouvait attirer votre 
attention sur l’évolution actuelle de |’en- 
dophotographie. Il y a encore peu de 
temps, son application n’était justifiée que 
dans le domaine de I|’enseignement et de la 
recherche scientifique, elle a maintenant 
parcouru une étape nouvelle et est devenue 
une méthode d’examen d’application facile 
et dont l’utilité dans la recherche du diag- 
nostic n’est pas discutable. 


RESUME 


Les auteurs font des laparophotogra- 
phies depuis 2 ans avec un appareil ayant 
comme source lumineuse un tube flash 
électronique miniature. Cet appareil ne 
necessite qu’une porte d’entrée de 6,5 mm, 
l’acte opératoire de la simple laparoscopie 











VOL. 32, No. 4 CAROLI ET FOURES: LA LAPAROPHOTOGRA PHIE 


n’est donc pas augmenté par la prise de La laparophotographie autrefois ré- 
vues photographiques. servée 4 l’enseignement ou a la recherche 

Les documents photographiques obtenus scientifique est devenue une méthode d’ex- 
sont parfaits, aussi bien en ce qui concerce amen d’application facile et dont lutilité 
leur netteté que la reproduction des coul- dans la recherche du diagnostic n’est pas 
eurs. discutable. 
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Sezione in ltaliano 





Primi Risultati Positivi nella Realizzazione 


del Rene Artificiale Intratessutale 


(First Positive Results in Creation of an Artificial Kidney) 


GIULIO BERNARDINI, L.D., F.I.C.S. 
TARANTO, ITALIA 


artificiale, fu realizzata per la prima 
volta da Kolff nel 1944. Da quell’epoca 
sono stati creati innumerevoli modelli 
dell’apparecchio e la letturatura scientifica 
medica é apparsa continuamente interes- 
sata all’argomento con monografie e arti- 
coli anch’essi senza numero. 
Cid sta a dimostrare in primo luogo la 
efficacia di tale sistema depurativo come 


| A dialisi extracorporea, detta anche rene 
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The author presents some first re- 
sults of experiments carried out on 
animals and man, the purpose of 
which was to bring about interstitial 
dialysis by using balloon-like con- 
tainers of cellophane filled with the 
required liquid and introduced sub- 
cutaneously and into the anatomic 
spaces. He has observed that urea 
and the chlorides are rapidly at- 
tracted in the inside of the container 
to bring about dialysis. In his opin- 
ion these experiments could be the 
starting point for massive interstitial 
therapy that might eventually sub- 
stitute advantageously for the crea- 
tion of an artificial kidney. 














succedaneo temporaneo della funzione re- 
nale e in secondo luogo che non si é trovato 
un metodo pratico, per cui non si esagera 
ad affermare che la sua realizzazione é 
rimasta una chimera. 

I reparti urologici e medici che hanno 
avuto la iniziativa di sperimentare i reni 
extracorporei sono in numero ridottissimo. 
Dico “sperimentare” e non adottare sis- 
tematicamente perché in genere, dopo al- 
cune prove pill o meno felici, lo apparecchio 
viene messo in disparte come pezzo da 
museo. 

I motivi che rendono tanto difficilmente 
realizzabile in pratica il rene artificiale 
extracorporeo sono i seguenti: 

a) richiede personale altamente speci- 
alizzato e una disponibilita di sangue da 
trasfondere che non é facile avere a dis- 
posizione. 

b) presenta una estrema delicatezza 
dell’apparecchio per cui ogni minimo in- 
ceppamento comporta il definitivo falli- 
mento della sua applicazione. 

c) esige la eparinizzazione del paziente. 
La eparinizzazione pud essere causa di 
complicazioni emorragiche non sempre 
dominabili, per cui é nettamente controin- 
dicata in quei casi, in cui i malati siano gia 
stati sottoposti a decapsulazione o nefro- 
tomia. 

d) il suo funzionamento pud durare solo 
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Fig. 1.—Schema. 


poche ore e non si puod ripetere a breve 
scadenza. 

Tali difficolta lasciano aperto il prob- 
lema della ricerca di un sistema depura- 
tivo che possa efficacemente far fronte agli 
inconvenienti derivati all’organismo dalla 
temporanea sospensione della funzione re- 
nale, di pratica realizzaz ione. 

Ho cercato di raggiungere questo abiet- 
tivo facendo svolgere il processo di dialisi 
non nel plasma sanguigno ma nei liquidi 
interstiziali basandomi sul principio che la 
concentrazione delle sostanze cristalloidi 
é la stessa sia nel plasma sanguigno che nei 
liquidi intratessutali e intracellulari, livel- 
landosi l’'uno con l’altro precisamente per i 
fenomeni di osmosi e di dialisi. 

Tale idea che da alcuni anni andavo 
ruminando nei miei pensieri con alterna- 
tiva di entusiasmo e di scoraggiamento, ho 
voluto finalmente portare al vaglio speri- 
mentale. 

I risultati mi sono sembrati incorag- 
gianti, anzi hanno superato le pil rosee 
previsioni, per cui ritengo opportuno co- 
municarili. 

Gli esperimenti sono stati cosi condotti: 
si prendono dei tubi di cellophan del tipo 
usato nella dialisi extracorporea (per la 
precisione ho usato tubi di cellophan 
Noyiax Viscora della circonferenza di circa 
10 cm.). Se ne fanno spezzoni di varia 
lunghezza (20-25 cm.) a seconda della ca- 
pacita che si vuole ottenere. Si prende un 
tubo di gomma dalle caratteristiche di un 
catetere di Nélaton n. 20 circa e si intro- 
duce nell’interno del tubo di cellophan dopo 
avere praticati dei fori laterali nel seg- 
mento introdotto nel tubo stesso. Si an- 
noda quindi fortemente il cellophan alla 
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estremita del tubo di gomma chiudendo a 
tenuta di aria e di acqua sia l’una che 
Yaltro. A questo punto si chiude laltra 
estremita del tubo di cellophan incollan- 
dolo con mastix intorno al tubo di gomma 
per la lunghezza di 6-8 cm. e rinforzando 
Yazione del preparato adesivo con vari 
nodi di filo stretti a punto tale che non 
ostruiscano il lume del tubo di gomma 
(Fig. 1). 

Dopo tale sistemazione si introduce il 
sacchetto di cellophan vuoto nel sottocute, 
nella loggia renale o nello spazio retroperi- 
toneale attraverso una breccia fatta chi- 
rurgicamente e quindi suturata. Della cute 
suturata deve fuoriuscire il tubo di gamma 
nel tratto in cui é incollato al cellophan. 
E’necessario che il cellophan fuoriesca con 
il tubo di qualche cm. allo scopo di evitare 
linquinamento del liquido contenuto nel 
sacchetto di cellophan. Nei primi esperi- 
menti in cui avevo trascurata tale accor- 
tezza i germi che inevitabilmente pullula- 
vano nel meato cutaneo si infiltrarono fra 
gomma e cellophan e a dispetto del mastix 
e dei nodi di filo arrivarono nel liquido con- 
tenuto nel sacchetto di cellophan inquinan- 
dolo. Tale inquinamento comunque non ar- 
resto né modifico la dialisi. 

Il sacchetto di cellophan cosi introdotto 
viene riempito di soluzione acquosa prepa- 
rata in modo che si possano compiere gli 
scambi osmotici e dialitici desiderati. 

Sia ben chiaro che i particolari della 
preparazione dell’apparecchio da me usato 
non hanno alcuna importanza. La sostanza 
é che si prepari comunque un sacchetto di 
cellophan adatto che possa essere intro- 
dotto in mezzo ai tessuti da riempire e 
svuotare a volonta dall’esterno. 





~ JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


I primi esperimenti furono condotti su 
due cani di grossa taglia con l’unico scopo 
di accertare se l’auspicata dialisi si realiz- 
zasse. Era chiaro che qualora questa prova 
fosse fallita gli esperimenti non avrebbero 
avuta alcuna ragione di essere ulterior- 
mente proseguiti. 

Fatta una incisione di 3 cm. su di un 
fianco dei due cani, con un ferro smusso 
scollai delicatamente il sottocute per pre- 
parare |’alloggio al sacchetto di cellophan, 
e quindi ve lo introdussi con le accortezze 
tecniche sopra descritte. Cid fatto riempii 
il sacchetto con 150 cc. di acqua bidistillata 
chiudendo quindi a tenuta il tubo di 
gomma che usciva fuori dalla cute, con un 
nodo di filo. A distanza di 3-6-12-24 ore 
prelevai campioni del liquido contenuto nel 
sacchetto di cellophan mediante aspira- 
zione eseguita con una siringa innestata ad 
un ago che veniva infisso nel tubo di 
gomma. 

Naturalmente dato che il mio esperi- 
mento aveva il solo scopo di accertare se 
avveniva o meno la dialisi, limitai l’esame 
dei campioni prelevati nelle varie ore alla 
ricerca e al dosaggio dell’urea e del clo- 
ruro, paragonando il loro tasso a quello 
riscontrato nel campione di sangue preso 
giornalmente agli stessi cani sui quali 
l’esperimento veniva condotto. Avrei avuto 
cosi l’indicazione anche della velocité con 
cui gli scambi dialitici si sarebbero verifi- 
cati. 

Nei campioni prelevati alla terza ora 
trovai urea e cloruro nella proprozione di 
1/3 rispetto al contenuto ematico; nei cam- 
pioni prelevati alla sesta ora tale contenuto 
si elevava a 2/3, mentre nei campioni pre- 
levati alla dodicesima ora raggiungevano 
i 4/5 e alla ventiquattresima il tasso ema- 
tico. 

Da allora, ogni giorno alla stessa ora, 
svuotai completamente il sacchetto di cello- 
phan riempiendolo di acqua bidistillata 
nuova per ripetere gli esami sui campioni 
prelevati alla 3, 6, 12 e 24 ora trovando 
sostanzialmente gli stessi risultati. 
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Con questi esperimenti risultd inequivo- 
cabilmente dimostrato che: 

a) la dialisi fra il liquido contenuto nel 
sacchetto di cellophan e il liquido inter- 
stiziale avviene regolarmente; 

b) Vequilibrio della concentrazione dei 
vari cristalloidi avviene in un tempo rela- 
tivamente breve (12-24 ore) ; 

c) la dialisi avviene per un tempo in- 
determinato, dato che al decimo giorno 
della permanenza del sacchetto di cello- 
phan nel sottocute degli animali nelle 
prove eseguite gli scambi risultarono im- 
mutati. 

Dopo il felice risultato di questi esperi- 
menti mi sentii autorizzato a fare applica- 
zioni pratiche sull’uomo. In questi tentativi 
mi confortd la certezza che comunque al 
malato non poteva venire alcun nocumento. 

A un paziente degente in clinica per 
osteomielite che aveva una azotemia di 
0,35% introdussi il sacchetto di cellophan 
della capacita di 150 cc. nel sottocute del 
fianco destro. Questa volta non riempii 
pero il sacchetto di acqua bidistillata, ma 
di un liquido usato per la dialisi extracor- 
porea onde saggiare la possibilita del pas- 
saggio di alcuni metaboliti nocivi dai li- 
quidi intratessutali al liquido contenuto nel 
sacchetto. Scelsi il liquido di Hamburger 
cosi composto: NaCl gr. 6,3—KCI gr. 0,3 
—CaCl* gr. 0,83—NaHCO? gr. 2,65—Glu- 
cosio gr. 2 in un litro di acqua bidistillata. 

Prelevai quindi campioni della soluzione 
di Hamburger contenuta nello apparecchio 
alla terza, sesta, dodicesima e ventiquat- 
tresima ora. Ogni 24 ore rinnovavo il li- 
quido. Cid fu fatto per quattro giorni al a 
fine dei quali lo apparecchio fu rimosso. In 
ognuno dei quattro giorni con i prelievi del 
liquido contenuto nello apparecchio fu 
preso un campione di sangue da una vena 
del gomito per la misurazione del tasso 
azotemico che oscilld fra 0,32 e 0,387%. 

Dato che lo scopo prefisso era quello di 
esaminare se i metaboliti venivano attirati 
nell’interno del sacchetto di cellophan e in 
quale velocita e quantita, limitai l’analisi 
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quantitativa al metabolito tipico, cioé 
all’urea. 

La media dei resultati nei quattro giorni 
fu la seguente: 

Dopo tre ore l’urea contenuta nel liquido 
dell’apparecchio era del 0,10%. Dopo 6 
ore era dello 0,21%. Dopo 12 ore giunse 
al 0,28% e infine, dopo 24 ore, il liquido 
contenuto nell’apparecchio era del 0,35%. 

Lo stesso esperimento eseguito su di un 
malato affetto da glomerulonefrite cronica 
con azotemia di 2,05% dette i seguenti 
risultati: 

Dopo tre ore l’urea contenuta nel liquido 
dell’apparecchio era del 0,70% dopo 6 ore 
era del 1,88%, dopo 122 ore era del 1,72% 
mentre dopo 24 ore era del 2,05%. 

In 24 ore si raggiunge quindi |’equilibrio 
fra tasso azotemico e la concentrazione del 
liquido contenuto nell’apparecchio. La ve- 
locita del passaggio é maggiore nelle prime 
ore. 

Non mi soffermo a discutere sul valore 
della urea nella depurazione del sangue dei 
malati affetti da insufficienza renale: io 
prendo l’urea come indice di depurazione 
nello stesso senso con cui viene presa dagli 
studiosi che hanno realizzato il rene extra- 
corporeo, cioé come indice dell’allontana- 
mento dal sangue di tutti quei metaboliti 
che in esso si accumulano a causa della 
inattivita parziale o totale del rene. In 
ogni modo in ulteriori studi si porta deter- 
minare meglio la natura di tutte le sostanze 
tossiche e non tossiche che possono passare 
nel liquido contenuto nel sacchetto cello- 
fanico da me sperimentato. E’ facile perd 
arguire che tali sostanze saranno le stesse 
che passano nel rene artificiale extracorpo- 
reo, dato che la membrana dializzante é la 
medesima e dato che gli esperimenti con- 
dotti su un metabolito quale é l’urea sono 
stati positivi. 

Quanto alla possibilita di applicare ai 
malati affetti da grave insufficienza renale 
a scopo depurativo l’apparecchio in argo- 
mento, l’entusiasmo mi porta a formulare 
le pit rosee previsioni: penso infatti che 
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esso possa sostituire efficacemente in gran 
parte della sua funzione svelenatrice il 
rene naturale, almeno nelle stessa propor- 
zione in cui tale capacita viene riconosciuta 
al rene artificiale extracorporeo. 

Infatti é facile pensare che i sacchetti 
di cellophan della capienza di 150 cc. e 
pili possano essere sistemati in gran nu- 
mero nel sottocute di varie regioni del 
corpo, nello spazio retroperitoneale, nelle 
loggie renali fino a totalizzare 1500-2000 
cc. a cui affidare il compito di attrarre, 
attraverso la membrana porosa, i meta- 
boliti rimasti accumulati nell’organismo. 
Volendo aumentare ancora il volume del 
liquido purificante si pud studiare anche 
la possibilita di raccoglierlo in vesciche di 
cellophan da introdurre nella cavita peri- 
toneale, dato che si tratta di malati votati 
alla morte per i quali ogni tentativo che 
presenti la prospettiva di migliorare la 
prognosi trova la sua giustificazione. 

Si potrebbe pensare anche, per aumen- 
tare la velocita degli scambi dialitici, di 
ricambiare |’acqua contenuta nei sacchetti 
di cellophan ogni 12 ore anziché ogni 24 
ore come ho fatto nei miei esperimenti, 
allo scopo di sfruttare la maggiore velo- 
cita iniziale degli scambi dialitici riscon- 
trata precisamente negli stessi esperi- 
menti. 

L’obiettivo di accelerare il passaggio dei 
metaboliti nel liquido depurativo potrebbe 
anche essere meglio raggiunto aumentando 
la porosita del cellophan mediante ebolli- 
zione prolungata, come in genere si fa nei 
reni artificiali extracorporei. A questo 
proposito é bene chiarire che gli esperi- 
menti da me condotti sono stati eseguiti 
con cellophan bollito solo per 20 minuti. 

A me sembra che il metodo esposto pre- 
senti dei vantaggi sul rene artificiale ex- 
tracorporeo che possono essere cosi rias- 
sunti: 

a) é di una semplicita tale che lo rende 
alla portata di tutti, anche del medico 
generico. Non richiede personale specializ- 
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zato, non équipe, non sangue da trasfon- 
dere; 

b) non esige la eparinizzazione dell’am- 
malato; 

c) non é applicabile solo una tantum, né 
per poche ore, ma per molti giorni e si pud 
ripetere a volonta. 

Questo per quanto riguarda il paragone 
puro e semplice della depurazione ottenuta 
mediante il sistema del rene artificiale ex- 
tracorporeo e mediante il sistema da me 
studiato. 

Ma la constatazione emersa dai risultati 
riferiti che attraverso una membrana po- 
rosa portata a contatto dei liquidi intra- 
tessutali avviene fra questi liquidi e i 
liquidi esterni uno scambio di sostanze tali 
da poter modificare prontamente il tasso 
ematico dei cristalloidi, mi fa intravedere 
altre possibilita terapeutiche. 

Infatti se invece di una membrana po- 
rosa noi usassimo una membrana semi- 
permeabile che non permette il passaggio 
del.soluto ma solo del solvente dando luogo 
al fenomeno della osmosi, noi avremmo la 
possibilita di sottrarre allo organismo 
acqua a nostra volonta mettendo nel 
sacchetto di una membrana semipermea- 
bile soluzioni ipertoniche adatte e cid po- 
trebbe risolvere il problema della cura 
della pletora idrica legata a gravi affe- 
zioni del rene e del cuore. 

Andando oltre possiamo ricordare che 
esistono membrane a permeabilita selet- 
tiva che si lasciano attraversare solo da 
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certi corpi e in determinati sensi, seletti- 
vita che in genere é strettamente legata a 
fenomeni elettrici. Ulteriori indagini po- 
trebbero permettere di trovare membrane 
di questo genere che siano capaci di sot- 
trarre ai liquidi organici determinate so- 
stanze a scopo terapeutico. 

Naturalmente le rosee previsioni sulle 
applicazioni pratiche del metodo esposto 
per ora rimangono delle semplici previ- 
sioni, anche se appoggiate sugli ottimi 
argomenti offerti dai risultati ottenuti con 
i limitati esperimenti da me condotti, Le 
ulteriori prove ed elaborazioni a cui invito 
gli studiosi potranno dimensionare la es- 
atta portata delle esperienze esposte in 
questa nota. 


RIASSUNTO 


L’Autore espone in una nota preventiva 
i primi risultati di esperimenti condotti su 
animali e su malati per realizzare la dialisi 
intratessutale con palloncini di cellophan- 
ripieni di liquido determinato, introdotti 
nel sottocute e in spazi anatomici. 

Egli ha osservato che l’urea e i cloruri 
vengono attratti con una certa rapidita 
nell’interno dei palloncini per dialisi. 

Egli pensa che questi esperimenti pos- 
sano essere il punto di partenza per lo 
studio pitt approfondito di depurazioni 
terapeutiche massive intratessutali che 
potrebbero sostituire vantaggiosamente il 
rene artificiale extracorporeo, i cui incon- 
venienti sono a tutti noti. 


Correction: In the April 1959 issue of the Journal the initial of Dr. David 
Kopel, F.I.C.S., of Belize, British Honduras, was erroneously given as I, not D. 
Our sincere apologies are extended to Dr. Kopel. 
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afios de practica—quirtirgica en uno 

de los mas prominentes hospitales de 
Chicago, el cual es de tipo privado pero 
con considerable nimero de casos de cari- 
dad. 

Desde octubre de 1953 hasta octubre de 
1956 he revisado—438 casos admitidos y 
tratados como pacientes con patologia— 
primordialmente de las Vias Biliares; la 
proporcién es de 4 a 1 en relacién de 
mujer y hombre; la edad varia de 21 a 92 
afios de edad; todos son de la raza blanca. 

El sintoma predominante fué dolor en 
el cuadrante superior derecho después de 
ingesti6n de alimentos ricos en grasas 0 
dolor que comienza en las primeras horas 
de la mafiana después de una cena tardia 
y grasosa. El] cuadro denominado de in- 
digestién fué presente en un 30 a 45% de 
todos los casos; mientras que los restantes 
casos fueron diagnosticados en examenes 
de rutina como series radiolégicas de es- 
t6mago y la prueba de Graham-Cole, o 
hallazgo accidental en la mesa operatoria 
en casos de apendicitis o diagnosticados 
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Roentgen study, in the author's 
opinion, is incalculably valuable in 
the research and treatment of biliary 
disease. Cholecystographic study is 
discussed, as are biliary calculosis 
and the diagnosis of acute and 
chronic cholecystitus. The problem 
of differentiation between medical 
and surgical icterus is outlined, with 
the author's comments. The article 
ends with a list of indications for 
exploration of the common duct and 
a brief comment on possible post- 
operative complications. 











casos de hernia diafragmatica, ulcera pep- 
tica, tumor de la cabeza del pancreas. 
Colecistografia oral es un medio de ru- 
tina debido a que el enformo no siempre 
necesita ser admitido en el Hospital; se 
ha dado preferencia al uso del acido iopa- 
noico porque ha dado satisfactorios re- 
sultados. Casos en los cuales no hay satis- 
factorio resultado se recurre a una se- 
gunda prueba oral con la misma dosis o 
sea con seis tabletas de Acido iopanoico de 
0.5GM que se toman a las 3 p.m. del dia 
anterior al examen radiolégico. El] en- 
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fermo toma una comida con grasas; a las 
3 de la tarde toma las tabletas citadas con 
5 minutos de intérvalos; dieta liquida 
moderada durante las horas que siguen y 
examen radiolégico a las 7 a.m. del dia 
siguiente, después de lavado intestinal. 

En casos de enfermos encamados o en 
los que visualizacién de la vesicula no 
esta de acuerdo con el cuadro clinico, cole- 
cistografia intravenosa es practicada; ba- 
sicamente la técnica no difiere mucho de 
la que se practica en la mayoria de los 
hospitales del medioeste de este pais. El 
paciente es usualmente examinado en la 
mafiana después de que el intestino es 
limpiado con aceite de castor. Excepto 
en pocos casos, pacientes han recibido 40 
c.c. de 20% de la solucién. El paciente es 
colocado en la posicién supina con el lado 
izquierdo elevado aproximadamente 15 
grados. Radiografias son seriadas cada 10 
a 15 minutos por un periodo de 15 minu- 
tos. Si la vesicula es presente y visuali- 
zada el exAmen se prolonga hasta la com- 
pleta opacidad de la vesicula. Cada radio- 
grafia es vista por el radiologo y los fac- 
tores técnicos son ajustados como sea 
aconsejable. 

Reacciones han sido encontradas en di- 
ferentes grados en cerca de 11.8% de los 
casos examinados, como urticaria, natisea 
y vémito, mareos, escalofrios y critema. 
Casos que son controlados con antihis- 
taminicos. 

Colecistografia Operatoria.—Primaria 0 
sea cuando se efecttiia durante la operacién 
pero antes de la exploracién quirtrgica de 
los conductos biliares, es poco practicada. 

Secundaria o sea cuando es efectuada 
después de la exploracién instrumental de 
los conductos biliares, es un procedimiento 
de incalculables resultados practicos. Este 
procedimiento puede efectuarse através de 
un tubo plastico o Small tubo de Polyethy- 
lene, de acuerdo con la tecnica demostrada 
en la proyeccién. Este tubo se introduce 
en el conducto cistico de 1 a 2 cms. y se 
liga como se demuestra; para mejores re- 
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sultados se deben cumplir los siguientes 
requisitos: 


1. Equipo portatil de Rayos X. 

2. Lysholm grid. 

3. Medio de Contraste (Diodrast, Iodo- 
pyracetino, 35%). 

4. Acido colorhidrico 0.01 en el duo- 
deno. 

5. Medios de obtener posicién lateral 
del paciente. 

6. Mucha cooperacién y voluntad de 


parte del radidlogo. 

Una vez que el tubo plastico o el de 
Polyethylene esta en conducto cistico, se 
liga; se instila acido colorhidrico en el 
duodeno, se aspira el duodeno tratando de 
remover sales biliares, se coloca al pa- 
ciente en posicién de Trendelenburg y 
ladeado a la derecha y el anestesista pro- 
voca apnea transitoria. 

Se inyectan 2 a 3-5 c.c. y la primera 
placa se toma; cambio de caseta y se le 
vuelve a la posicién anterior de la toma 
radiografica. Se inyectan de 10 a 15 c.c. 
restantes. Si el coledoco es muy dilatado 
se aspira bilis a efecto de diluir el 35% 
de la substancia. Demostracién del medio 
opaco pasando facilmente del coledoco den- 
tro del conducto de Wirsung es facilmente 
comprobada en la proyeccién. Frecuente 
a través del tubo en T burbujas de aire 
se colocaran en las vias biliares, lo cual 
se arregla irrigando el tubo en T con 
solucién salina cuantas veces es necesario. 

Colecistografia post-operatoria es un 
medio diagnéstico en cada aparicién de 
un cuadro de obstruccién biliar, dias, 
meses y hasta ajios, como en el caso del 
enfermo de W. Walters, en el cual tubo en 
T estuvo 5 ajfios en el coledoco. 

Nunca se administra la substancia ra- 
dioopaca a individuos con ictericia; porque 
los resultados son pobres en visualizacién 
de la vesicula y se puede producir dajio al 
parenquima hep&tico en los casos de que 
se trate de un caso de ictericia médica. 

Conducta a Seguir con el Enfermo con 
Diagnostico de Colecistitis Aguda, Cole- 
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cistitis Cronica, Vesicula Calculosa y Sin 
Calculos.—Como en cualquier centro mé- 
dico, la opinién es muy dividida y ambas 
partes presentan fuertes argumentos en 
favor o en contra de inmediata operacién. 

En nuestra experiencia fueron 12 casos 
los que requirieron cirugia de emergencia 
por razones de peso como ruptura de la 
vesicula biliar y empiema de la vesicula. 
De lo contrario el criterio fué bastante 
conservador y el grupo de P. Shambaugh, 
A. Hjresa, W. C. Bornemeier argumentan 
que colicistitis diagnosticada aguda y con 
tratamiento quirtrgico inmediato o den- 
tro de las 12 horas siguientes de la admi- 
sién tiene una mortalidad y morbilidad 
altas. 

Que la mayoria de los Ataques de cole- 
cistitis aguda se alivian espontaneamente 
y sin complicaciones. Una colecistectomia 
a corto intérvalo se efecturé con mas 
grande margen de seguridad que durante 
el ataque agudo. 

Que operacion efectuada en el periodo 
de quietud, Colecistectomia es el método 
de eleccién; mientras que en esado agudo 
Colecistostomia es el método indicado pero 
tarde o temprano Colecistectomia se habra 
de efectuar. 

Que prudente espera, mejora el diag- 
néstico; pues se tiene que tener en cuenta 
que atin en los hospitales mas prominentes 
hay un error diagnéstico de 30 a 50%. 

Que operacion durante el periodo quieto 
permite facil identificacién de los conduc- 
tos coledoco, hepatico, cistico y los vasos 
arteriales y venosos. 

Seis semanas después del periodo agudo, 
es aconsejable. 

En favor del criterio de inmediata o 
temprana operaci6n en colecistitis aguda, 
L. W. Peterson, y colaboradores indican 
que: 

1. La evolucién de una colecistitis aguda 
no se puede predecir y que no siempre se 
puede uno guiar de los signos y sintomas 
para evaluar el progreso o receso del cua- 
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dro clinico. Que la Operaciédn temprana 
previene complicaciones. 

2. Que temprana operacidén dentro de 24 
a 48 horas permite facilidades técnicas, 
porque las adherencias son fibrinosas y la 
inflamacién de la vesicula provee un plano 
de clivage que facilita la diseccion. 

El Problema Diagnostico de Ictericia 
Medica e Ictericia Quirurgica.—Es este un 
problema atin no resuelto, no hay especi- 
fico medio de laboratorio diagnéstico, ni 
siquiera una bateria de pruebas de Labo- 
ratorio que nos de la clave del problema de 
diagnosis diferencial. Es el exarnen cuida- 
doso, la historia clinica completa unida al 
dato de laboratorio lo que nos dara la 
pauta. Aquien la proyeccién se vera un 
tipo de hoja diagnéstica que deberia estar 
en cada record de enfermo con ictericia y 
que debe ser llenado por el Clinico mas 
competente a la mano con la ayuda del in- 
terno o residente, con la seguridad de que 
la ensefianza sera inmensamente rica y es- 
timulara especialmente al joven cirujano 0 
internista en el apasionante problema, que 
puede traducirse en muy dolorosa tragedia 
o la compensacién mas esplendorosa para 
enfermo y médico. Afortunadamente en 
nuestra experiencia no tuvimos mas que 
27 casos, de los cuales 18 fueron operados 
habiendo hecho el diagnéstico correcto en 
65% de los casos de ictericia. 

Recientemente han sido revisado el 
problema de la Ictericia producido por 
Clorpromazina, aunque en nuestro hospi- 
tal no ha sido reportado ningtin caso es- 
pecifico, es de notar que segtin le experi- 
encia en el Depto. de Medicina de la Uni- 
versidad de Illinois y segin comunicacién 
de L. Kisner, Laipply y colaboradores una 
sola tableta es capaz de producir este tipo 
de ictericia pue puede ocasionar una inter- 
vencién quirtirgica; porque al cuadro es 
igual al de obstruccién hepatica del tipo 
de colangitis, aunque realmente el meca- 
nismo de la ictericia es debido a una re- 
accién alérgica. 
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El cuadro es de infiltracién peri-portal 
y trombo biliar, los espacios peri-portales 
presentan numerosas celulas mononucle- 
ares y granulocitos al mismo tiempo que 
proliferacién en conducto biliar. 

Hasta el presente dia han sido reporta- 
dos en la literatura mundial 51 casos de 
este tipo, desde 1947. Con un promedio 
de 7 dias de duracion de la ictericia, hasta 
150, con promedio de 41 dias fué repor- 
tado en la serie de 12 casos por Charles 
Daugherty y L,. S Shem. Proyeccioén. 

Colangitis es también presente en caso 
de hepatitis a virus (M. Eliakim, Rach- 
milevitz, revisi6n). 24 Casos que recibie- 
ron transfusiones en los 6 meses que les 
precedia al inicio del cuadro de ictericia 
que fué sospechado ser debido a ictericia 
de suero homdlogo. 

Caracteristicas: 

1. Presencia de fiebre por 5 o mas dias 

después de la aparicién de ictericia. 

2. Marcado Pririto. 

3. Elevada S. A. Fosfatasas Alcalina 

arriba de 5U B. 
4. Elevado Colesterol total a 250 U%. 
5. Sedimentacién eritrocitica mas de 
16 mm Westergreen. 

Toluylenediamine, produce experimen- 
talmente en animales el mismo tipo de 
ictericia creando un aumento de la perme- 
abilidad de los capilares intrahepaticos. 

Hanger y Gutman presentan 12 casos y 
uno propio de ictericia obstructiva debido 
a inyecciones de Arsphenamine, con los si- 
guientes: 

1. Ictericia. 

2. Pritrito. 

3. Fiebre. 

4, Alta fosfatasa alcalina y colesterol. 

Un caso reportado durante el curso de 
dinitrophenol, en el tratamiento de obesi- 
dad, dié el cuadro tipico de ictericia ob- 
structiva Werner a. A.J.M. 7: 825-1956, 
seis casos de pacientes que desarrollaron 
ictericia durante el tratamiento con Me- 
thyltestosterona. 
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1. Elevada Fosfatasa Alcalina. 

2. Elevada T. C. 

_ 8. Normales valores de C. CF. 

Lloyd, Thomas, Sherloch, Allan Kaplan, 
J.G. E. Vol. 31, 385-Oct. 56. Reporta el 
caso de 58 afios de edad, con tratamiento a 
base de lingiiets, tomando 20 mg diarios 
por 6 meses; ictericia con pririto asociada 
con fatiga, naisea y vémito. Readmitido 
y 5 dias después acolia, dolor en el cua- 
drante superior derecho; hepato-espleno- 
megalia, higada doloroso, 4 dedos debajo 
del reborde costal. 

Biopsia del higado con la aguia de Viem 
Syverem.- Methyltestosterona descontinu- 
ada; recuperado en 76 dias. A. Fosfatasa 
elevada. 

Consideraciones Tecnica Operatoria.— 
Shambaugh y colaboradores preferen la 
incisién trasversa subcostal o media, ar- 
gumentando que asi el paciente respira 
mas facilmente después de la operacién y 
que la insidencia de atelectasis es muy 
baja, en cambio A. Hjresa y L. W. Peter- 
son prefieren la incision media y para- 
media que permite exploracién muy facil- 
mente de la cavidad abdominal, es de ci- 
tarse el caso del enfermo de 54 ajios de 
edad con Patologia Biliar en el cual estu- 
dio radiol6gico de est6mago fué negativo. 

Pero debido a la exploracién cuidadosa 
sistematica durante el periodo operatorio 
fué encontrada esta ulcera con intensos 
cambios de malignidad esto es una demos- 
traci6n de que rigurosa exploracién debe 
ser efectuada siempre del contenido ab- 
dominal. 

La cuidadosa identificacién de cistico 
colédoco arteria hepatica y arteria cistica 
es un mandato que debe procurarse que el 
mufién cistico no sea mas largo de 3 mm. 
porque se ha comprobado que con mufién 
mas grande hay gran porcentaje de neu- 
groma del mufién cistico causa del dolor 
de la post colicistectomia que la ligadura 
de la arteria hepatica derecha que es fatal 
en 50% y en los casos restantes la con- 
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valecencia es tormentosa, con atrofia del 
lébulo derecho del higado. 

Que la arteria cistica debe ser identifi- 
cada y ligada separadamente de los ele- 
mentos vecinos y recordar que hay un 
15% de arterias cistica acsesoria si esta 
es cortada introducir el dedo indice iz- 
quierdo dentro del foramen de Winslow 
abajo de la arteria hepatica la cual es com- 
primida entre el indice y pulgar. 

Indicaciones para la Exploracion del 
Coledoco.—1. Ictericia reciente o presente. 
2. Calculo-S palpable-S. 3. Visualizacién 
radiolégica del calculo. 4. Dilatacién del 
conducto cistico. 5. Aspiracién de bilis 
tefiida con abundante sedimento. 6. Multi- 
ples pequefios calculos en la vesicula biliar 
en conjuncién con dilatado conducto cis- 
tico. 7. Engrasamiento del colédoco o en- 
durecimiento de la cabeza del pancreas o 
ambas. 8. Cuando hay duda. 

Complicaciones Post-Operatorias.—E n- 
tre las complicaciones post-operatorias 
mas frecuentes se han presentado en el 
orden como sigue: 

1. Distencién abdominal post-opera- 

toria. 

2. Pneumonia. 
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Infeccién de la herida. 
Abceso sub-diafragmatico. 
Peritonitis por bilis. 
Fistulas. 
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CONCLUSIONES 


1. Estudio radiolégico es de incalculable 
valor en casos de Patologia Biliar pero 
nunca substituye el diagndstico clinico 
basado en cuidadoso estudio del enfermo 
y de los sintomas y signos. 

2. En caso de duda en un paciente con 
negativo examen radiolégico pero con per- 
sistentes signos y sintomas, operacién es 
el método a seguir. 

3. El problema de diagnéstico diferen- 
cial entre Ictericia Médica e Ictericia 
Quirtrgica es un problema ain no resuelto 
pues no hay especifico método de labora- 
torio diagnéstico ni una bateria de pruebas 
que substituyan el criterio clinico. 

4, La técnica operatoria debe ser simple 
procurando nunca tramatizar las Vias Bi- 
liares innecessariamente nunca olvidar el 
adagio que dice: todo debe ser visualizado 
e identificado antes de que algo sea cor- 
tado. 


Galen thought little of his compatriots, insulting them in his writings. He 
possessed a highly polished style and was exceptionally addicted to polemics, which 
redounded to the detriment of his authority. His advice was sometimes reasonable, 
but the grounds on which he based it were often trite. As a psychologist he stood 
above any Renaissance medical writer, since he realized that medical treatment of 
psychoneuroses required a psychologic understanding; but at the same time he 
revered authority and authoritarianism, ascribing his own opinions to his teacher 
Herophilus, as Saint Thomas Aquinas would refer his to Aristotle. 





—Marti-lbarez 
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Radiation in the Service of Surgery 


EUGENE F. LUTTERBECK, M.D., F.A.C.R.* 
CHICAGO, ILLINOIS 


EDICAL history tells us that the 
M achievements of modern surgery 
were not based only upon their 
own accomplishments but depended also on 
the contributions of related sciences. Cel- 
sus, in his book De Medicina, gave a de- 
scription of an ideal surgeon in ancient 
times (30 A.D., shortly after Hippocra- 
tes). He said, “The Surgeon should be 
young, have a firm hand and a keen eye. 
He should be able to pursue his operation, 
disregarding bleeding and undisturbed by 
the agonizing cries of the patient.” For 
many centuries thereafter the surgeons 
had to have stronger nerves than average. 
They had to be able to tolerate the noise 
of the patient, the unexpected hemorrhage 
and the almost unbearable odor from in- 
fection. 

These horrors of the operating room 
lasted a long time, as is well known, but 
finally began disappearing during the mid- 
dle of the nineteenth century. The dis- 
covery of anesthesia relieved the patient 
from pain. The discovery of asepsis suc- 
cessfully fought infection, and toward the 
end of the nineteenth century the surgeons 
learned to control bleeding effectively. An- 
other important milestone in the building 
of modern surgery was the utilization of 
newly discovered forms of radiation 
shortly before the end of the nineteenth 
century. 

I am concerned here with this latest 
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phase of the evolution of sciences related 
to surgery. The teaching of radiology 
has traditionally been a part of a course 
in general surgery and physical medicine, 
particularly in European universities. In 
keeping with the purpose of this historical 
series, I shall confine myself to the his- 
torical development of radiology in diag- 
nosis and in therapy. 

The Evolution of Modern Physics. — 
Speaking of radiation, it is obvious that 
one can understand the full significance 
of the newly discovered rays to surgery 
only by recalling first, briefly, the history 
of nuclear physics. 

At the end of the nineteenth century 
scientists felt that the fundamental prin- 
ciples of physics had been well established. 
Nothing remained but to strive toward 
more accurate measurements and ap- 
praisal of known physical experiments or 
observations. 

It was in 1895 that Roentgen, as a pro- 
fessor of physics at the University of 
Wiirzburg in Germany, was engaged in 
such experiments. Electricity and magnet- 
ism were well known by that time. One 
could distinguish between conductors and 
nonconductors, between positive and nega- 
tive electricity. Even as far back as 1785 
the discharge of electricity through evacu- 
ated tubes was observed by Morgan in 
England, who probably had produced 
roentgen rays at that time without being 
aware of it. 

Fluorescence was a fascinating phenom- 
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enon, attracting the interest of many in- 
vestigators. In 1869 Hittorf discovered 
the cathode rays by observing the dis- 
charge of electricity through glass tubes, 
and Crooks was able to demonstrate that 
they could be bent by magnetic forces. 
It is generally believed that Roentgen was 
stimulated to experiment with the cathode 
rays by a publication of Lenard, in which 
he reported that cathode rays striking a 
thin window also emerged into the sur- 
rounding air. Roentgen suspected that 
these might be different rays and set up 
his now famous experiment. 

To observe the rays better, he worked 
in the darkness. He covered the tube with 
black paper to keep the light out, and he 
used a thick black cardboard covered on 
one side with barium platinocyanide. 
These crystals were frequently employed 
in the past to demonstrate the presence of 
poorly visible types of radiation, such as 
ultraviolet. Roentgen could show that his 
screen revealed a brilliant fluoroscence even 
when it was turned around and as far as 
6 feet from the tube. In other words, the 
rays were able to penetrate a thick card- 
board, something that, until then, had been 
entirely unknown. Within eight weeks of 
intense work, Roentgen was able to de- 
scribe all the important properties of the 
new rays and reported them before the 
Society of Physics and Medicine at the 
University of Wiirzburg on December 28, 
1895, and again four weeks later at the 
University of Berlin in the presence of 
Kaiser Wilhelm II. These reports, en- 
titled “On a New Kind of Rays,” covered 
the effect of these rays on a photographic 
plate and their penetration and partial 
absorption in passing through various ma- 
terials such as glass, wood, paper, flesh 
and many different metals. He described 
the fluorescence and the electrical con- 
ductivity of the air, which we call “ioniza- 
tion effect” today, and he mentioned that 
he was unable to reflect or bend the new 
rays. At the end of the meeting in Berlin, 
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During the forthcoming months of 
1959 and as long thereafter as pos- 
sible, the editorial pages of the 
Journal of the International College 
of Surgeons will be honored by 
presentations of rare and extraordi- 
nary historic value, the lectures pre- 
sented at the International Surgeons’ 
Hall of Fame on medical and surgi- 
cal history trom the earliest recorded 
achievements to those of our own 
times. We believe that Journal read- 
ers who were not able to attend the 
lectures will find them as exciting as 
did the audiences present at their 
delivery. The story of progress in 
the healing arts and the giants of 
medicine and surgery to whom we 
owe the amazing brilliance and 
scope of modern achievements is in- 
trinsically thrilling and is a vital 
part of the education of every cul- 
tivated man and woman, inside or 
outside the profession. It is alto- 
gether fitting that it should appear 
in these pages, since the Interna- 
tional College of Surgeons is first, 
last and always a teaching institu- 
tion. 











Prof. Koelliker asked Roentgen to take a 
radiograph of his hand. It was shown 
immediately to the audience, which gave 
Roentgen a tremendous ovation. It was 
the surgeon Koelliker who suggested, at 
that historic meeting in Berlin, that the 
“x rays” be called roentgen rays in honor 
of the man who had discovered them. Later 
(in 1901) Roentgen received, as is known, 
the first Nobel Prize in Physics. 

Now it was realized that the funda- 
mental principles of physics were far from 
being well established. Again it was the 
fluorescent effect that intrigued the physi- 
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cists. The thought arose, “Maybe some of 
the minerals that are fluorescent by nature 
emit penetrating rays also.” In 1896 Bec- 
querel of France tested, systematically, 
many substances and observed that certain 
compounds of uranium left their images 
on photographic plates, even when these 
were covered with black paper. He no- 
ticed further that these rays, just like the 
roentgen rays, could also discharge an 
electroscope, and he reported his startling 
observations to the French Academy of 
Science in the same year. Marie Curie, 
a young student from Poland at the Sor- 
bonne, looking for a suitable subject for a 
doctor’s thesis, became interested in Bec- 
querel’s work and was asked to look fur- 
ther for other compounds. She discovered 
that a certain sample of uranium ore 
(pitchblende) from Austria emitted four 
times as many rays as did the French ore. 
In 1898 she succeeded, with her husband 
Pierre, in processing a ton of the Austrian 
ore and isolated two new elements, polo- 
nium, with the atomic number of 84, and 
radium with 88. They discovered that 
pure radium emitted 2,500,000 times as 
many Becquerel rays as did the same quan- 
tity of uranium. The Curies and Becquerel 
shared the Nobel Prize in Physics in 1903. 

This marked the discovery of the first 
element that differed strikingly from all 
the others known. It apparently disinte- 
grated by itself, right before one’s eyes. 

Man-made roentgen rays and the radia- 
tions given off naturally by radium were 
the two new types of radiation to serve 
surgery and medicine. One should, how- 
ever, keep in mind that other types of 
radiation served as well, and long before 
the discovery of the ionizing rays. The 
benefit of radiation from sunlight, ultra- 
violet light and heat has been known 
since ancient times. It is, however, not 
my intention to discuss these here. 

Man learned also to produce radiation 
identical to that given off by radium. To 
understand these rays, particularly in 
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their ability to serve modern surgery, one 
must consider briefly the evolution of 
artificial radioactivity. 

The discovery of the roentgen and Bec- 
querel rays led to an entirely new concept 
of nature and atomic structure. 

In 1897 the English physicist Thompson 
suspected that there must be some smaller 
parts in the universe than atoms, consid- 
ered since Newton the smallest particles 
of elements and indivisible by any physi- 
cal or chemical force. Again the cathode 
rays played a historic role. These rays 
had to have an electrical charge, because 
they were caused to deviate in their pas- 
sage by a magnet. Thompson concluded, 
therefore, that these rays must consist of 
very small particles. He measured their 
charge and mass and called them electrons. 
They were 2,000 times lighter than the 
hydrogen atom. 

Again, the invisible rays of uranium 
and radium led to further important 
knowledge of vital interest to surgery and 
medicine. In 1897 and 1898, Rutherford, 
the English physicist, was able to show by 
experiments that the new rays were com- 
posed of three different types, each of 
which acted in a different way on living 
tissues. The alpha rays consisted of nu- 
clear particles of the atom; the beta rays 
were negative electrons, and the gamma 
rays were similar to the roentgen rays, 
except that they were more penetrating. 

But what about the periodic system of 
the 92 elements of nature, which had been 
known and accepted since 1869 through 
the work of the Russian chemist Mendele- 
jeff? Not until 1918 was this relation 
understood. The young English physicist 
Mosley observed that the atomic number 
of the periodic system was identical with 
the number of electrons and the charge of 
the nucleus, starting with Element No. 1, 
hydrogen, with 1 positive charge in the 
nucleus, the proton and one electron at- 
tached to it. It was Niehls Bohr, the 
Danish physicist, from whom it was 


























learned a little later that these parts of 
the atom do not stand still; that the struc- 
ture of the atom is a solar system in which 
the electrons circle around the nucleus like 
planets around the sun. Just try to visual- 
ize the effort it took to adapt one’s think- 
ing to the fact that there is something like 
a constant change, a coming and going, 
a motion in an element that had always 
been considered stable and therefore dif- 
ferent from living matter. 

The gamma rays had something in com- 
mon with the other known types. They 
traveled with the same speed (that of 
light), but they all had different wave 
lengths and different frequencies. The 
spectrum of the different rays became of 
great interest to medicine and biology. The 
long heat waves, the visible light, the ul- 
traviolet, the roentgen and gamma rays— 
all were studied in their action upon the 
human body. But where did the beta rays 
and the alpha rays fit into this picture? 
It was the German physicist, Planck, who 
suggested in 1901 that the new rays be 
considered not only as electromagnetic 
waves but as bullet-like particles, as pho- 
tons with differing amounts of energy ex- 
pressed in quanta. In other words, 1 quant 
of roentgen or gamma rays had greater 
energy than 1 quant of visible light. And 
it was Einstein who enlightened the scien- 
tific world on the relation between mass 
and energy, who predicted in 1905 that 
man could transfer one into the other. 
It was then realized that the energy of the 
alpha particles was 400 million times as 
great as the energy of steam from water. 
These alpha rays were used by Rutherford 
in 1919 to bombard nitrogen atoms, and 
he discovered that the nuclei disintegrated, 
giving off hydrogen and at the same time 
leaving oxygen. Thus, for the first time in 
history, the dream of the middle ages had 
come true. Man was able to convert one 
element into another. Now one could make 
gold out of iron. 
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And finally in 1934, only 25 years ago, 
artificial radioactivity was discovered in 
1934 by Irene Curie and her husband 
Frederic Joliot. The powerful alpha rays 
of radium were used again, this time to 
bombard aluminum and beryllium. To 
the amazement of the investigators, these 
metals continued to radiate and emit pro- 
tons, even after exposure to the alpha rays 
had ceased. This discovery led to the con- 
struction of many atom-smashing devices; 
the cyclotron, the synchotron and the 
atomic piles. Owing to this development, 
thousands of artificial radioactive sub- 
stances can serve surgeons today in diag- 
nosis as well as in therapy. 


The Evolution of Roentgen Diagnosis in 
the Service of Surgery.—So much for the 
evolution of modern physics. It was the 
practical application of the new forms of 
radiation that made them so valuable to 
surgery. 

Immediately after his discovery of the 
“x rays,” Roentgen was asked by the sur- 
geon, Koelliker, whether it would be pos- 
sible to make x-ray photographs of other 
parts of the body than bones. Roentgen 
stated that this was not possible now. He 
had found in his experiments that organs, 
nerves, muscles and veins had the same 
density and therefore could not be dis- 
tinguished from one another. Here ap- 
peared the natural desire of surgeons and 
physicians to utilize the new discovery 
further, in order to visualize anatomic 
structures theretofore seen only in the 
operating room or at autopsy. 

All physicians and surgeons should re- 
alize how much they owe Roentgen and 
the Curies for not delaying or hampering 
the use of their newly discovered ray by 
taking out patents, by demanding licenses 
or by accepting the most tempting finan- 
cial offers from industry all over the 
world. They published their discoveries 
freely in scientific journals and followed 
the high tradition of university professors 
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who believed that their discoveries and in- 
ventions belonged to humanity and not to 
an individual. 

The evolution of roentgen diagnosis de- 
pended upon the perfection of roentgeno- 
graphic equipment and technic and the de- 
velopment of constrast mediums. 

No surgeon would undertake the risk of 
many operations today without getting 
ample information as to the location and 
extent of the disease. Often, nowadays, 
modern diagnostic roentgen examinations 
of the heart, lung, the stomach and other 
organs are taken for granted. Let us look 
back to see how they were developed to 
serve surgery. 

It was clear that the surgeons imme- 
diately made full use of the new rays. By 
taking roentgenograms of bones, they 
were able to demonstrate fractures and 
dislocations without pain to the patient, 
and they learned how to diagnose bone 
infections and tumors. Extremely valuable 
was the diagnosis and localization of for- 
eign bodies, which was particularly help- 
ful to the military surgeons. The roentgen 
rays also enabled the surgeon to study the 
immediate and late results of his work. 
The legal significance of the new practice 
was recognized as early as 1896. Here is 
one example: A surgeon had fixed a frac- 
ture of an arm, but the arm was never 
useful. A friend of the patient, a physicist, 
took a picture with a Crook tube. It re- 
vealed that the bone had been set in a 
very faulty way. The comment of the pa- 
tient was: “It is a good thing that the 
surgeon who set my arm is dead now, 
otherwise I would certainly have taken 
action against him.” 

By this time the members of the medical 
profession wanted to see more than just 
bones, and a feverish search was made for 
contrast mediums of various types that 
would make it possible to visualize the in- 
side of the body. First, metallic sounds 
were introduced into the esophagus in ca- 
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davers and pictures were taken. In 1896, 
patients were asked by Hemmeter in Boas- 
ton to swallow capsules filled with iron 
or bags containing lead solutions. Williams 
of Boston used, as early as 1899, bismuth 
nitrate solutions on a cat to demonstrate 
the stomach and intestine. It was Rieder 
of Munich who formulated the barium 
meal to study the gastrointestinal tract in 
1904; he was followed by Bachem and 
Gunther, who in 1910 propagated the use 
of the much cheaper and less toxic barium 
sulfate. Haenisch established the use of 
the enema with barium sulfate to visualize 
the colon in 1911. This was followed by 
the use of air as a contrast medium in 
1922. 


The diagnosis of renal diseases posed a 
more difficult problem. Stones were seen 
in the early days; they had to contain cal- 
cium, however, to cast a shadow. The 
French urologist Tuffier filled 2 catheter 
with lead in 1897; a bismuth suspension 
was used by Klose in 1904; Voelker and 
von Lichtenberg used collodial silver in 
1906, and in 1919 the American radiolo- 
gist George Pfahler used injections of air 
and iodine solution to demonstrate lesions 
of the bladder. 


From 1910 up to the late 1920’s, much 
use was made of air as a contrast medium. 
The surgeon Bauer injected it into the 
thoracic cavity to distinguish beween pul- 
monary and pleural disease. In 1910, 
Jacobaeus injected it into the abdomen to 
visualize, indirectly, the liver and spleen. 
In the early 1920’s the Italians Carelli and 
Sardelli used this method to visualize the 
kidneys and adrenals by filling the peri- 
adrenal regions with air. In 1918 the sci- 
entific world learned of the ingenious in- 
traspinal route by which the American 
surgeon Dandy and his co-workers were 
able to demonstrate the ventricles of the 
brain, and to diagnose many diseases 
amenable to surgical treatment. 
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One of the greatest advances in con- 
trast mediums, however, came from 
France: the use of iodized oil by Sicard 
and Forestier in 1921. This oil could be 
injected into the trachea to visualize the 
bronchi and to detect obstruction or other 
pathologic change. It could also be in- 
jected into the uterus and tubes, fistulas, 
sinuses, and seminal vessels; injected into 
the spinal canal, it could demonstrate 
slipped discs, tumors or other pathologic 
conditions affecting the spine. 

Thus far, the contrast mediums had all 
been chemicals with molecules heavier 
than flesh. They belonged to the halogen 
group and served as an important tool in 
surgical diagnosis by casting a shadow on 
the roentgen film. 

In 1923 an entirely new concept was 
tried —the utilization of a physiologic 
process. Graham and Cole knew that so- 
dium tetracholorphenolpthalein, used as a 
purgative since 1909, was excreted by the 
liver. They had the brilliant idea of add- 
ing iodine to the compound, and thus were 
able to visualize the gallbladder and its 
ducts. 

A similar physiologic principle was used 
by Rowntree in 1923 to further the diag- 
nosis of diseases of the urinary tract. They 
injected large quantities of sodium iodine 
solutions intravenously in order to visual- 
ize the kidneys and the bladder. This 
method was greatly improved in the late 
1920’s by Lichtwitz, Swick and von Licht- 
enberg, who discovered, with the help of 
chemists, organic iodine compounds that 
concentrated better in the kidneys and 
were less toxic than the saturated iodine 
solutions used by Rowntree. 

I believe it is fair to say that today the 
roentgen rays play a vital role in the 
diagnosis of many surgical conditions, 
particularly in the early diagnosis of car- 
cinoma, which is still the prerequisite for 
a favorable prognosis. One should keep in 
mind, however, the fact that since 1895 
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we have not been able to visualize a great 
number of structures mentioned in Roent- 
gen’s early report. We have not found a 
method yet that will demonstrate muscles, 
ligaments, cartilage or nerves, and our at- 
tempts to demonstrate such organs as the 
pancreas, liver and spleen are still inade- 
quate. 

In discussing the evolution of roentgen 
diagnosis, one must realize that not only 
the roentgen rays were destined to serve 
surgery. The discovery of the Becquerel 
rays and of radium, plus the production of 
artificial radioactive substances, opened 
another new path in diagnosis, which I am 
sure neither Becquerel nor the Curies ever 
anticipated. Minute quantities of radia- 
tions of these substances are serving as 
labels or tracers in the study of almost any 
physiologic or chemical process today. The 
basic principle of this method lies in the 
fact that radioactive and nonradioactive 
atoms of the same element behave identi- 
cally. Instead of contrast mediums, we 
are looking now for elements or com- 
pounds that are stored for certain periods 
of time in various locations. We tag each 
with its radioactive partner and detect or 
trace their gamma or beta radiation with 
delicate instruments. Most startling was 
the use of radioiodine, first given to a 
patient 21 years ago (1938) in San Fran- 
cisco. Since the iodine is stored mainly 
in functioning thyroid tissue, it served to 
detect the gland in a manner anatomically 
nearer to accuracy than could the human 
eye or the touch of a surgeon’s hand. 
Radiosodium has been found suitable for 
important circulation studies, and radio- 
active carbon has materially widened cur- 
rent knowledge of the effect and action of 
most of the useful drugs. 


The Evolution of Radiation Therapy in 
the Service of Surgery.—Practical appli- 
cations of the newly discovered rays were 
not confined to the field of diagnosis; they 
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contributed to therapy as well, particu- 
larly in the treatment of carcinoma. 

That the roentgen and Becquerel rays 
had an effect on living tissues was learned 
first by accident and often by sad experi- 
ence leading to irreparable damage and 
death to many of the early investigators. 
This was due to the fact that the new rays 
used in diagnosis failed to cause any ac- 
companying sensations in the patient, 
physician or technical personnel. In the 
early years no one had any idea of the 
significance of dosage levels. 

The Evolution of Physical Dosimetry in 
Radiology: The new rays were judged 
first by their biologic effect. Before any 
instruments for measurement were avail- 
able, the only statement one could give 
was based on “time.” An exposure with a 
given machine or source of radiation took 
a certain number of minutes or hours to 
produce a first-degree reaction or slight 
redness of the skin; a second-degree re- 
action with vesicules, or a third-degree 
reaction with ulcerations. 

With the development of voltmeters 
and amperemeters, we learned in the case 
of the roentgen rays to record more than 
time. We could define the current used in 
an individual case, thereby giving others 
the opportunity to repeat a certain treat- 
ment in the same manner. This was the 
indirect method, which still did not reveal 
anything about the intensity of the radia- 
tion that reached the diseased area. The 
first such attempts were made on the skin. 

The first dosimeter was constructed by 
the French physicians Sabouraud and 
Noiré. It was known to them that barium 
platinocyanide crystals changed from 
lemon yellow to orange when exposed to 
the roentgen rays. They discovered that, 
if one places these crystals halfway be- 
tween the tube and the patient, this color 
change will occur just at a time when an 
epilation dose is reached. Holzknecht, the 
Austrian radiologist, improved this method 
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later by using standard colored discs for 
comparison, a device that was in practical 
use up to the late 1920’s. 

The new rays changed the color of 
certain compounds. That was one way of 
measuring them. Another was the effect 
on the photographic plate. Kienboeck, the 
famous Austrian radiologist, recommended 
this principle in 1900. He used strips of 
photographic paper in black envelopes and 
divided them into ten different intensities, 
all being fractions of an erythema. 

These and many other early devices 
measured the radiations only on the skin 
and gave no information about the dose 
that reached deeper layers during pene- 
tration. 

Again, Roentgen’s first observations 
form the basis of all modern measure- 
ments of radiation. He stated, “Electrified 
bodies in air charged either positively or 
negatively are discharged if x-rays fall 
upon them and this process increases with 
the intensity of the rays.” Twelve years 
later, in 1908, the French physicist Vil- 
lard made the first proposal of a unit of 
dosage based upon this ionization effect of 
the air. One unit was that amount of 
radiation which liberates one electrostatic 
unit of electricity per cubic centimeter of 
air under normal temperature and pres- 
sure. Many instruments were designed in 
the following years, from a simple electro- 
scope and electrometer to many types of 
ionization chambers by physicists all over 
the world. Finally, in 1928, at the Second 
International Congress of Radiology in 
Stockholm, an international unit was de- 
fined and adopted. This unit was called 
the roentgen and designated by a lower 
case r. It was defined as that quantity of 
radiation which produced in 1 ce. of air 
under standard conditions, 2,700,000,000 
pairs, carrying a current of 1 electrostatic 
unit. 

In later years, gamma and corpuscular 
rays were incorporated in the definition, 











VOL. 32, No. 4 


and they form the basis of present-day 
dosimetry and radiation therapy. In other 
words, it had to be determined what differ- 
ent quantities of radiation, expressed in 
roentgens, will do when they strike normal 
or pathologic tissues. 


The Evolution of Biologic Effects of 
Ionizing Rays: Knowledge of the biologic 
effects of irradiation has also passed 
through various phases of growth. 

Roentgen mentioned it only once in his 
early report of 1895: “The retina of the 
eye is quite insensitive to the rays; the 
eye placed close to the apparatus sees 
nothing.” 

The first paper with the title “Roentgen 
Rays Act Strongly on Tissues” was pub- 
lished by a physicist, Thompson of Boston, 
in November 1896. He reported that the 
roentgen rays were able to produce derma- 
titis, and by experiments he was able to 
prove that this inflammation developed 
only in the area exposed to the rays. 

Before any physical instruments were 
available, the dose of radiation was judged 
by its effects on the skin, mainly erythema 
and epilation. These cutaneous reactions, 
strangely enough, did not occur immedi- 
ately after exposure to the rays but took 
place two to three weeks later, a phenom- 
enon described by Kibbe and Gilchrist in 
the United States as early as 1897. These 
workers were also aware of the cumulative 
effect of the rays. The skin reactions led 
to the large field of dermatologic radiation 
therapy. 

The fact that many of the early workers 
in radiology became sterile instigated Al- 
bert Schoenberg of Hamburg to study the 
effects of irradiation on animals. He re- 
ported in 1908 that guinea pigs produced 
no litters after exposure to the rays; and 
in 1904 Heineke shed further light on the 
selective effect of irradiation when he re- 
ported, on the basis of animal experiments, 
that lymphoid tissues were more sensitive 
than others. 
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These observations were confirmed by 
the French physicians Bergonie and Tri- 
bondeau through animal experiments and 
histologic studies of various tissues. In 
1906 they summarized their observations 
in the form of a law: “Immature cells and 
cells in an active state of division are more 
sensitive to radiation than are cells which 
have already acquired their adult mor- 
phological and physiological character.” 

It was soon realized that the sensitivity 
of normal tissues of the human body varies 
in a certain order, from the highly sensi- 
tive blood cells through the ovaries and 
testicles up to the radioresistant muscles, 
bones and nerves. A similar scale was es- 
tablished for pathologic tissues, beginning 
with the highly sensitive inflammatory 
cells and ending with radioresistant tu- 
mors such as melanosarcoma. 

The sterilization effect was often not 
permanent, and as early as 1906 the ques- 
tion of possible hereditary effects was dis- 
cussed. In 1907 Bardeen reported abnor- 
mal development of the ova in animals 
fertilized by irradiated sperm. In the 
1920’s more extensive investigations were 
made by Mueller of Indiana, which form 
the basis of current knowledge of the 
genetic effects of irradiation on future 
generations, all, however, based on animal 
experimentation. 

It was not until more had been learned 
about the structure of the atom and the 
nature of the rays that a better fundamen- 
tal understanding of the biologic reactions 
to irradiation was possible. These effects 
are due to the formation of ions in living 
cells, causing various degrees of damage 
from a slight irritation to complete de- 
struction. The severity of this reaction 
depends upon the production of a certain 
number of ion pairs per mass of tissue. It 
depends also upon the distribution of ions 
and the rate at which they are produced, 
regardless of the source of the ionizing 
rays. 
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As a result, physicians and biologists 
were able to carry on from where the 
physicists left off. We learned that ery- 
thema (redness of the skin) could be pro- 
duced by 200 to 1,000 r, depending upon 
certain physical factors. We learned that 
inflammatory cells could be destroyed by 
a few hundred r; that permanent steriliza- 
tion could be accomplished by delivering 
600 to 800 r to the ovaries or testicles, 
and that the average carcinoma cell re- 
quires about 6,000 roentgens to be per- 
manently destroyed. 


The Evolution of Radiation Therapy in 
the Service of Surgery: But it was also in 
the field of therapy that the practical ap- 
plication of the newly discovered rays be- 
came so important to surgery and medi- 
cine as well. Unwanted and accidental 
damage caused by irradiation led to its use 
in treating various diseases. In this re- 
spect roentgen and Becquerel rays acted 
no differently from most of the drugs used 
in medicine. They were dangerous and 
poisonous. All through history it was the 
search for the right dosage levels that 
made the use of irradiation in its many 
forms so difficult, a problem which is still 
with us today. 

The first period of radiation therapy 
was characterized by empiricism and ex- 
periments. Chicago was actually the birth- 
place of therapeutic radiology. Dr. Grubée, 
a manufacturer of roentgen tubes in his 
early days, who is still living but suffer- 
ing from severe irradiation burns, treated 
the first inoperable carcinoma of the breast 
by irradiation in January 1896. Since the 
rays were able to produce dermatitis on 
normal skin, a friend of his, a physician, 
suggested that he try the effect of roentgen 
rays on a patient with carcinoma. 

Credit for a more scientific approach to 
the use of roentgen rays, however, goes to 
Freund of Vienna, who in January 1897 
treated a young girl with a hairy mole 
to obtain permanent epilation. Logically, 
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he followed a report by Daniel of Vander- 
bilt University published in April, 1896. 
In photographing a patient’s skull with 
roentgen rays, Daniel observed complete 
loss of his patient’s hair three weeks after 
the picture was taken. The exposure time 
was an hour and a half, as compared with 
about one-tenth of a second today. 

The medical use of radium was also 
accidental. In 1901, Becquerel carried a 
glass tube containing radium salts in his 
pocket and noticed, to his surprise, a red 
mark on his abdomen, having the appear- 
ance of a slight sunburn, an observation 
that gave immediate rise to further human 
and animal experiments. 

It is obvious that, in this first period, 
radiation therapy was confined to diseases 
of the skin. Often the results were excel- 
lent. Between the years 1897 and 1902 
superficial roentgen therapy was used by 
numerous European and American physi- 
cians in the treatment of lupus, psoriasis, 
fungus infections, chronic eczema, pruri- 
tus and many other conditions. In 1902 
and 1903 the first successes in treatment 
of cutaneous carcinoma by irradiation 
alone were reported by Pusey, Beck, Coley, 
Pfahler, Skinner and others. 

The second period in the evolution of 
radio therapy began in 1902 with the re- 
port of Senn of the United States, indicat- 
ing that the rays affected not only the skin 
but deep-seated areas. In a case of leuke- 
mia, he succeeded in decreasing the num- 
ber of white blood cells and reducing the 
size of the spleen by irradiation alone. 
This marked the beginning of high voltage 
therapy, followed in 1904 by the use of 
irradiation in gynecology by Deutsch and 
Foveau de Courmelles, who employed ir- 
radiation in the treatment of myoma of 
the uterus. 

Roentgen rays were used from the out- 
side. The application of Becquerel rays 
had to be done from the inside and re- 
quired surgical skill. In 1905 Abbé of the 
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United States first inserted a radium tube 
into a tumor through a surgical incision 
and Oudin and Verchere of France im- 
planted radium sources by surgical means 
into a uterus to irradiate a fibroid tumor 
from the inside. A similar surgical ap- 
proach was reported by Duane of Boston 
and Janeway of New York in 1908, who 
placed radium emanations directly into a 
tumor. 

In this second period the penetrating 
ability of the rays was increased by filters; 
this was first suggested by Perthes in 
1903, and later by Meyer, Gauss, Dessauer, 
Pfahler and others. Further improvement 
was also made through the construction of 
transformers and increasing the voltage 
applied to tubes, thus making the rays 
more penetrating. It was mainly in the 
years between 1910 and 1918 that the 
methods of high voltage radiotherapy 
were worked out, particularly in the treat- 
ment of carcinoma of the breast, larynx 
and bladder and in the postoperative ir- 
radiation of many malignant tumors of 
the air and food passages. 

The third period began with the gen- 
eral adoption of the roentgen (r) as a 
measurement of the quantity of radiation. 
Now it was possible to compare and re- 
peat various methods of treatment. 

One learned from clinical experience 
that there was a difference referable to 
the technic of application—whether a so- 
called full dose was administered over a 
short period of time, as suggested by Seitz 
and Wintz of Germany, or whether it was 
more advantageous to treat with small 
doses over long periods, as recommended 
by: Regaud of France in 1914 and later 
advocated by Pfahler and Coutard in the 
1920’s. 

The fourth period began with the dis- 
covery of artificial radioactivity in 1934. 
This was followed by the construction of 
new and more powerful sources of radia- 
tion such as million-volt machines, beta- 
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trons, linear accelerators and cobalt and 
cesium machines. 


Radioactive isotopes not only served 
diagnosis but gained a permanent place in 
therapy. Again radio-iodine became the 
most prominent factor in the internal use 
of radiation, as in the treatment of toxic 
goiter or carcinoma of the thyroid, and 
radiocobalt for the external use of gamma 
radiation, gradually replacing radium. 


One should, however, keep in mind that 
only the ionization produced in the tissues 
causes the effect, regardless of the source 
of radiation; in other words, the effect is 
independent of the wave length. 

Let me close with the words of an 
American pioneer of radiology, George 
Pfahler, who said in 1945, on the fiftieth 
anniversary of the discovery of roentgen 
rays, that knowledge and skill in the use 
of the radiologic instrumentarium are as 
important as knowledge and skill in the 
use of surgical instruments, but they are 
more difficult to attain because the imme- 
diate results of irradiation cannot be seen. 
And let me add that by combining the 
knowledge and skill of surgeons and radi- 
ologists we can make our contributions to 
medicine and humanity even greater in 
the future. 
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The International College of Surgeons and the 
Health of Our People 


THE HON. LISTER HILL, SENATOR, U.S.A. 
WASHINGTON, D.C. 


T THE entrance to the International 
A Surgeons’ Hall of Fame in Chicago 
there is a symbolic statue called 
“Hope and Help.” This statue depicts a 
suffering patient whose eyes look upward 
into the comforting face of the surgeon. 

From time immemorial, doctors have 
played the key role in the alleviation of 
human suffering. Theirs has been the 
truly international art, for, as the great 
Louis Pasteur wrote, “Science does not 
belong to any country, because knowledge 
is a patrimony of humanity.” 

The history of surgery is shining evi- 
dence of the truth of Pasteur’s dictum. 
Medical historians date the first document 
on surgery, known as the Edwin Smith 
papyrus, to I-Em-Hotep, the earliest re- 
corded physician, of ancient Egypt. Sur- 
gery then followed a cosmopolitan trail 
through Hippocrates, Galenus and Am- 
broise Paré to Andreas Vesalius, the 
father of the study of anatomy, who took 
corpses of executed criminals from the 
gallows that he might study them. 

Early surgery was decidedly on the 
rough side. In fact, in ancient and me- 
dieval times most of the cutting was done 
by barbers, butchers, dentists, stonecutters 
and herniotomists. Through most of the 
history of mankind the surgeon had to 
work under almost unbearable handicaps; 
he had to perform without an effective 
anesthetic, and with no knowledge of 
asepsis and antisepsis. Preoperative and 
postoperative care were virtually un- 
known. 

The modern age of surgery really began 
with the work of William Harvey, an 


Englishman, who in 1628 published his 
discovery that the heart pumps the blood 
continually through the body. Harvey was 
one of the great research scientists of all 
time—his animal studies over a twenty- 
year period laid the groundwork for 
modern physiology. A generation later 
Morgagni, an Italian, made many great 
contributions to understanding of the na- 
ture of disease, including the discovery 
that tuberculosis is contagious. 





The Hon. Joseph Lister Hill, F.I.C.S. (Hon.) 
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The nineteenth century laid the precise 
groundwork for the miracles of twentieth 
century surgery. It was in the nineteenth 
century that Semmelweis, a Hungarian, 
pioneered in the use of antiseptic methods 
in childbirth. A Frenchman, Louis Pas- 
teur, after proving that germs cause dis- 
ease, developed a process to kill them. 
Joseph Lister, whose honored name I am 
privileged to bear, one of the greatest sur- 
geons in medical history, applied the basic 
ideas of Pasteur to surgery. His use of 
antiseptics in surgery revolutionized oper- 
ating procedures. My father studied under 
Joseph Lister in England and much of 
what he learned from him prepared him 
for that eventful night—more than fifty 
years ago—when on a wooden table in a 
Negro shack in Alabama, by the light of 
two kerosene lamps, he performed the first 
successful suture of the human heart in 
America. 

It is but fair to state that the twentieth 
century has witnessed a Golden Age of 
surgery. In 1903 a Dutchman, Willem Ein- 
thoven, with his newly developed electro- 
cardiograph, first recorded the electrical 
impulses in the heart. The years since 
have seen the introduction of surgical 
technics nothing short of miraculous. In 
1939 Dr. Robert E. Gross repaired the first 
congenital heart defect to yield to sur- 
gery. In 1945 Drs. Alfred Blalock and 
Helen B. Taussig developed their famous 
“blue baby operation” to correct a combi- 
nation of congenital heart defects which 
robs the blood of oxygen and the tissues 
of nourishment. This operation has been 
demonstrated in all parts of the world and 
has saved the lives of thousands of 
children. 

It is impossible to summarize in a lim- 
ited space the staggering advances of the 
past decade. In 1949, for the first time in 
the history of mankind, a surgeon, Dr. 
Charles Bailey of Philadelphia, performed 
an operation inside the heart. Today open 
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heart operations are almost a common- 
place, and surgeons now remove the aorta, 
the main artery leading out of the heart, 
and replace it with a plastic substitute. 

The International College of Surgeons, 
founded in Geneva a quarter of a century 
ago, has played a major role in many of 
the exciting surgical and medical develop- 
ments of recent years. Its guiding princi- 
ple, “Science has no fatherland,” is exem- 
plified in the fact that its 13,000 members 
represent sixty-four countries. Its general 
surgical Congresses bring together out- 
standing medical minds and knowledge 
from all parts of the world. Its interna- 
tional postgraduate surgical clinics, which 
are held in a score of countries each year, 
bring the latest surgical technics to sur- 
geons around the globe. 

In a truly international spirit of dedi- 
cation the International College of Sur- 
geons has shipped supplies, instruments, 
sutures, material, gloves and drugs to im- 
poverished countries whose surgical cen- 
ters are most desperately in need of this 
vital equipment. The College sponsors re- 
search grants to deserving scientists and 
gives fellowships to surgeons desirous of 
improving their art through postgraduate 
study. 

As new Sections of the College are 
established in various parts of the world, 
the standards of surgical practice are 
lifted, the gift of extended life is brought 
to many areas of the world where the 
Biblical threescore and ten years is still 
an unattainable goal. What this means, 
for example, to the struggling surgeons of 
Asia, far removed from large medical cen- 
ters and struggling with staggering prob- 
lems of infectious diseases which have 
been wiped out in the West, is told most 
movingly in the words of Dr. Muhammad 
S. Quereshi, speaking at the organization 
meeting of the Pakistan Chapter of the 
International College of Surgeons in 1952: 

“The establishment of this Chapter 
will enable us to render twofold service 
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to our country: it will place Pakistan at 

once on the international map of sur- 

gery, and will greatly help in the im- 

provement of our surgical standards 

which means better service to Pakistan 
nationals . . . The College brings about 
wide, frequent and intimate contacts 
with the leading exponents of our art. 
Such contacts with men who have de- 
voted their lives to the solution of sur- 
gical problems and have made lasting 
contributions to our profession are un- 
doubtedly a source of great inspiration 
and will stimulate us to emulate them.” 

The late Dr. Elmer Henderson, that 
gifted and distinguished son of Kentucky 
who held the presidency of both the Ameri- 
can Medical Association and the World 
Medical Association, probably best summed 
up the impact of the International College 
of Surgeons when, in 1951, in his farewell 
address as President of the American 
Medical Association, he said: 

“The work of the World Medical 
Association and of the World Health 
Organization and that of other groups, 
such as the International College of 
Surgeons, has assumed importance far 
beyond the field of medicine. By serv- 
ing as forums for the exchange of ideas 
between men and women of vastly dif- 
ferent backgrounds and environments, 
they initiate a realization of brother- 
hood that seems beyond the best efforts 
of diplomacy. Medicine’s high role in 
world affairs is firmly rooted in the 
very nature of its own work.” 

In this second half of the twentieth cen- 
tury, America holds an increasingly solid 
position as the medical fountainhead of 
the world. Reversing the trend of the 
eighteenth and nineteenth centuries, the 
trek is now westward, across the Atlantic 
to the United States, to keep abreast of 
the latest developments in the art and 
science of medicine and surgery. 

In a world made smaller every day by 
modern communication and transporta- 
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The Twenty-Fourth Annual Con- 
gress of the North American Federa- 
tion was honored by U. S. Senator 
Lister Hill of Alabama in a Convo- 
cation address that will linger long 
in our memories. Speaking at the 
Civic Opera House in Chicago on 
the evening of Thursday, September 
17, Senator Hill paid tribute to the 
College not only as a professional 
organization but as a powerful hu- 
manitarian force. 

This appreciation was the more 
gratifying in view of the fact that 
Senator Hill, the son of a famous 
Southern physician, is a man who 
has devoted a great part of his Sena- 
torial career to legislation favorable 
to medical and surgical progress. 
The nation is indebted to him for 
many important and far-reaching 
advances in this direction; to men- 
tion but one of many, the Hospital 
and Health Center Construction Act, 
by means of which the number of 
hospitals and health centers in the 
United States was increased by 
some four thousand. A bill for an 
enterprise of even greater scope, an 
International Medical Research 
Plan, has been devised by Senator 
Hill and has just passed in the Sen- 
ate by an overwhelming majority; 
it is confidently expected to be 
passed by the House on the recon- 
vening of Congress. 

It is with great satisfaction that 
we present in these pages the text of 
Senator Hill's distinguished address, 
in order that those present at the 
Convocation and those who were un- 
able to hear it may share the pleas- 
ure in this permanent form. 











tion, we become increasingly aware of the 
plight of our fellow men in many parts of 
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the world. At the turn of the century the 
great physician Sir William Osler wrote, 
“Humanity has but three great enemies: 
fever, famine and war; of these by far the 
greatest, by far the most terrible, is 
fever.” His words still ring true. We are 
aware of the fact that an underprivileged 
two-thirds of the human race is constantly 
afflicted by the ravages of disease. Millions 
of these people suffer from the age-old 
scourges of malaria, tuberculosis and the 
various intestinal infections. In many 
countries a third of the babies die during 
the first year of life, and life expectancy 
falls thirty and forty years short of the 
Biblical threescore and ten. 

At present we are engaged in an effort 
to stop the spread of Communist imperial- 
ism, which is competing with us for the 
uncommitted peoples of the world. Com- 
munism finds a ready breeding place in 
the ill health and poverty of the submerged 
peoples of the world. Communist forces 
of militant medicine are on the march. 
We have reports that Russia is sending 
about 2,000 doctors a year to do medical 
missionary work in these underdeveloped 
areas. 

Yet we who once fired the shot “heard 
round the world” and gave a new dimen- 
sion to personal liberty in the founding of 
a Republic that guaranteed life, liberty 
and the pursuit of happiness to all of its 
citizens, have been slow to meet this chal- 
lenge. 

In the closing days of the Eighty-Fifth 
Congress of the United States, I intro- 
duced a bill that would provide the mecha- 
nism though which this country would join 
with all the countries of the world in a 
united medical research offensive against 
the major killers and cripplers of man- 
kind. The bill would create, as part of the 
National Institutes of Health, a National 
Institute of International Health and 
Medical Research. This Institute would 
be charged with the support of worthy 
medical research projects submitted by 
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competent investigators from any part of 
the world. It would support the training 
of specialized research personnel here and 
abroad. It would encourage and support 
the rapid international exchange of re- 
search knowledge concerning disease and 
disability. 

In introducing this bill on the Senate 
floor, I pointed out that the unfinished 
tasks facing medical research are truly 
staggering. For example, carcinoma, that 
most ancient enemy of man, is rising in 
its incidence in thirty-three countries of 
the world. What more priceless bounty 
could be given to the suffering peoples of 
the world than a cure for this universal 
disease? 

In the session of Congress just ended, 
sixty-three Senators joined me in reintro- 
ducing the legislation. During the last 
week in February of this year hearings 
were held on this International Medical 
Research Act, and I think I may state that 
it received unprecedented and overwhelm- 
ing support from doctors, scientists, vol- 
untary health organizations and civic 
leaders. 

Testifying on behalf of the American 
Medical Association, its President, Dr. 
Gunnar Gundersen, told our Senate Com- 
mittee of “a growing recognition that 
medicine with its resources and influence 
fully mobilized can perhaps do more for 
world peace than the billions of dollars 
being poured into armaments.” Mr. John 
T. Connor, the president of one of the 
largest pharmaceutical companies in 
America, told the committee that “the In- 
ternational Medical Research Act stirs the 
imagination with its opportunities for a 
new breakthrough in international rela- 
tions as well as in medical research.” 

Dr. Ross T. McIntire, who serves so 
capably as Executive Director of the Inter- 
national College of Surgeons, strongly en- 
dorsed the bill in a very fine presentation 
before our Committee. After his testi- 
mony Dr. McIntire wrote me that “the 
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International College of Surgeons is so 
organized that the program that you are 
proposing in the International Medical 
Research Act would be a natural, in that 
we have outstanding men in foreign lands 
who are in teaching institutions and who 
are presently engaged in forms of re- 
search.” 

It should be a source of deep gratifica- 
tion to the College, which has pioneered 
in the creation of an international climate 
for the advancement of surgery and the 
allied medical arts, that the Senate of the 
United States passed the International 
Medical Research Act by an overwhelming 
bipartisan vote on May 20. A committee 
of the House of Representatives, under 
the chairmanship of my distinguished col- 
league from Alabama, Representative Ken- 
neth Roberts, held voluminous hearings 
on the bill during July and August, and 
we look with confidence to its passage by 
the House of Representatives when Con- 
gress reconvenes in January. 

In Chicago the College has founded the 
International Surgeons’ Hall of Fame 
which does honor to those great men of all 
faiths and of all nations who have made 
immortal contributions to the art and sci- 
ence of surgery. On the day that the Hall 
of Fame was dedicated, Dr. Max Thorek, 
the father of the International College of 
Surgeons, pronounced these words, which 
truly epitomize the universality of all sur- 
gery: 

“We shall honor these men, but not 
so much as they will honor us. As Agesi- 
laus truly remarked, ‘It is not the places 
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that grace men, but men the places.’ We 

are but paying another installment of 

our age-long debt to those who cleared 
the way for us, a debt to which we can 
never write ‘paid in full.’” 

Let me say that the International Medi- 
cal Research Act is not only a payment on 
our debt to the physicians and surgeons 
of all nations but an affirmation of the 
ideals that motivate the International Col- 
lege of Surgeons. It states our belief that 
disease is a universal threat to the family 
of man, and that we must unite our medi- 
cal research efforts to wipe out this threat. 
It accepts the fact that no nation has a 
monopoly on medical research, and that 
our own self-interest dictates a maximum 
effort toward the rapid pooling of the 
fruits of such research. It accepts the fact 
that we must raise a common banner 
under which the doctors and scientists of 
all lands can march toward the goal of 
better health for all mankind. 

Inspired by the devotion of the Inter- 
national College of Surgeons to the health 
of our people, by its generous works for 
humanity, its courage and its faith, and 
moved by its high ideals and purposes, 
we shall press forward to the ever-widen- 
ing horizons of medical discovery and 
medical knowledge. In the confidence of 
knowledge, in the strength of integrity, 
in the tenderness of sympathy, in the fel- 
lowship of humility and in the love of 
God, we shall continue to wage together 
the never-ending battle for the health of 
our people, for the health of all peoples, 
and for peace on this earth. 


When you have made and recorded the unusual or original observation, or when 
you have accomplished a piece of research in laboratory or ward, do not be satisfied 
with a verbal communication at a medical society. Publish it. 


—Osler 
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The following books have been re- 
ceived by the Editor; they will be re-. 
viewed critically as space and facilities 
permit. Omission of more extended re- 
view, however is not to be taken as criti- 
cism of the merit of the book. 











The Surgeon’s Tale: The Store of Modern 
Surgery. By Robert G. Richardson, New 
York: Charles Scribner’s Sons, 1959. Pp. 278, 
with 45 illustrations. 


History of American Medicine (MD Inter- 
national Symposia). Edited by Felix Marti- 
Ibafiez. New York: MD Publications, 1959. 
Pp. 181. 


Spinal Cord Compression. By I. M. Tarlov. 
Springfield, Ill.: Charles C Thomas, Pub- 
lisher, 1957. Pp. 147, with 41 illustrations. 


Le Diagnostic du Cancer d’Estomac a la 
Periode Utile (Diagnosis of Carcinoma of the 
Stomach at the Time Most Favorable for 
Treatment). By Rene A. Gutmann. Paris: G. 
Doin et Cie, 1956. Pp. 257. 


Operative Surgery. Edited by Charles Rob 
and Rodney Smith. London: Butterworth & 
Co., Ltd.; Philadelphia, F. A. Davis Co., 1956. 
Vols. 1 and 2 of 8 (plus index). Profusely 
illustrated. 


Pathology and Surgery of the Veins of the 
Lower Limbs. By Harold Dodd and Frank 
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Cockett. Baltimore: The Williams & Wilkins 
Company, 1957. Pp. 462, illustrated. 


Functional Bracing of the Upper Extremi- 
ties. By Miles H. Anderson. Springfield, I11.: 
Charles C Thomas, Publisher, 1958. Pp. 463. 
Illustrated. 


The Clinical Management of Varicose 
Veins. By David Woolfolk Barrow. New 
York: Paul B. Hoeber, 1957. Pp. 167, with 
70 illustrations. 


Operative Surgery. In Eight Volumes. Ed- 
ited by Charles Rob and Rodney Smith. Phila- 
delphia: F. A. Davis Company, 1956-58. Pp. 
2,779. Illustrated. Reviewed in this issue. 


Handbuch der Thoraxchirurgie. I. Band, 
Allgemeiner Teil (Encyclopedia of Thoracic 
Surgery, Volume I, General Part). Edited by 
E. Derra. Berlin-Géottingen-Heidelberg: 
Springer Verlag, Publishers, 1958. Pp. 838, 
with 441 illustrations, some in color. Reviewed 
in this issue. 


Men, Molds, and History. By Felix Marti- 
Ibafiez. New York: MD Publications, Inc., 
1958. Pp. 114. Reviewed in this issue. 


Manuel de Traumatologie (Manual of 
Traumatology). By Georges Rieunau. Paris: 
Masson & Cie, 1958. Pp. 220, with 107 illus- 
trations. Reviewed in this issue. 


L’Oesophage (The Esophagus). By Guy 
Albot and F. Poilleux, with the collaboration 
of ten staff members of |’Hotel-Dieu. Paris: 
Masson & Cie, 1958. Pp. 274, with 112 illus- 
trations. Reviewed in this issue. 

Principles of Peripheral Vascular Surgery. 
By S. Thomas Glasser. Philadelphia: F. A. 


Davis Company, 1959. Pp. 392, with 32 illus- 
trations. Reviewed in this issue. 
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Emergency Surgery. By Hamilton Bailey. 
Bristol: John Wright & Sons, Ltd., 1959. 
Pp. 1,197, with 1,576 illustrations. 


The seventh edition of Emergency Surgery 
is bigger and better than ever. This is quite 
a statement when one realizes that the six 
previous editions have been hallmarks for sur- 
geons everywhere. It is refreshing to pick 
up a medical text and find it so informative 
and well written that it can be read as a novel. 
The author has attempted to avoid confusing 
and theoretical discussions which surely have 
no place for consideration when one is con- 
fronted with an urgent surgical condition 
that requires decision, knowledge and action. 
In this edition it has been noted that more 
space is allocated to direct and differential 
diagnosis. The author and the reviewer ap- 
parently see eye to eye in the aphorism, “the 
first and most important part of surgery is 
diagnosis.” When a work is based upon per- 
sonal experiences, the reader will find much 
practical material, readily usable. Chapter 
three deals with electrolyte and fluid balance. 
This is a most difficult subject to present 
lucidly and succinctly. I know of no other 
text which presents the material more clearly 
than does the ten pages devoted to it in this 
tome. At the end of each chapter one finds 
worthwhile references dealing with the sub- 
ject at hand. This is most helpful particularly 
to those who wish to delve deeper into the 
theoretical aspects of the subject. The paper, 
as usual, is of excellent stock and the 1,576 
illustrations embellish the text admirably. Mr. 
Bailey is to be complimented for placing in 
the hands of the profession this outstanding 
work. 

PHILIP THOREK, M.D. 


The Hand: Its Anatomy and Diseases. By 
John J. Byrne. Springfield, Ill.: Charles C 
Thomas, Publisher, 1959. Pp. 384, with 166 
illustrations. 

The author divides the contents of this vol- 
ume into five parts, and these five parts are 
subdivided into twenty-one chapters. 
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Part 1 discusses the structure and develop- 
ment of the hand and is nicely illustrated, 
showing the anatomic and also the embryonic 
development of the hand. 

Part 2 covers infections of the hand from 
the standpoint of the type of invading organ- 
ism as well as the anatomic localization of 
these infections. 

Part 3 covers trauma of the hand, by the 
logical process of starting with the skin and 
then dealing with underlying structures, such 
as the tendons, nerves, muscles, bones and 
joints. This, therefore, covers fractures and 
their treatment. There is an interesting chap- 
ter on special injuries of the hand. 

Part 4 covers diseases other than those pro- 
duced by infection. The author shows the de- 
velopmental changes. Various diseases of un- 
known origin are discussed, and in this section 
he takes up tumors of the hand, congenital 
diseases of the hand, vascular diseases and 
unusual painful states. 

Part 5 deals with scars and missing digits, 
as well as the problems associated with skin 
contractures; important tendon defects; nerve 
defects, and diseases of the bones and joints. 

The book can be enjoyed by not only the 
general practitioner who is called upon from 
time to time for surgical treatment of the 
hand but by the specialist in this type of 
work. 

H. E. TURNER, M.D. 


Pictorial Handbook of Fracture Treatment. 
By Edward L. Compere, Sam W. Banks and 
Clinton L. Compere. New York: Paul B. 
Hoeber, Inc., 1958. 4th ed. Pp. 448. Illus- 
trated. 


This 448-page textbook has been rewritten 
in many parts, and many new illustrations 
have been added. The text has been divided 
into 33 chapters. 

The outline of the work shows the mar- 
velous familiarity of all three authors with 
the subject in hand. 

This book should be in the library of every 
general practitioner, as it covers all major 
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points in the treatment of fractures of every 
part of the body. The line drawings are excel- 
lent, clearly demonstrating to the reader the 
exact method by which any given fracture 
should be treated. The index is clear and 
concise. 

H. E. TURNER, M.D. 


Handbuch der Thoraxchirurgie. I. Band, 
Allgemeiner Teil (Encyclopedia of Thoracic 
Surgery, Volume I, General Part). Edited by 
E. Derra. Berlin-Géttingen-Heidelberg: 
Springer Verlag, Publishers, 1958. Pp. 838, 
with 441 illustrations, some in color. 


The spectacular advancement of thoracic 
surgery during the past few decades has re- 
sulted in gradual development of subspecial- 
ties in this field. Today the efficient diagnostic 
and therapeutic approach to any surgical dis- 
order within the thoracic cavity does not 
depend merely on the general medical knowl- 
edge, practical experience and manual dex- 
terity of the thoracic surgeon. Close collabora- 
tion with experts in disciplines outside his 
surgical orbit has become a necessity. Suc- 
cessful thoracosurgical intervention remains 
wishful thinking without the teamwork of con- 
sultants for internal medicine, roentgenology, 
anesthesiology, physiology, anatomy and other 
such sciences. 

New and improved methods of examination, 
diagnosis, and anesthesia, of resuscitation in 
critical intraoperative cardiac accidents, prog- 
ress in shock, collapse and postoperative ther- 
apy, and the introduction of antibiotics have 
given a completely different perspective to the 
practice of thoracic surgery. Its horizon has 
widened with unexpected rapidity in all direc- 
tions. 

The editor of this three-volume encyclopedia 
has called upon 65 authorities in their respec- 
tive fields to collaborate with him in assem- 
bling all the pertinent facts of their subjects 
on the basis of their own experience research. 
A gigantic work has resulted, the first volume 
of which, now published, covers the “general 
part” of the substance. In eleven chapters the 
following topics are discussed in every minute 
detail and from every possible angle: normal 
anatomy, normal and pathologic physiology of 
respiration and circulation and extracorporeal 
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circulation as an aid to cardiac surgery; meth- 
ods of general clinical and roentgen diagnostic 
examination; electrocardiography, angiocar- 
diography and cardiac catheterization; anes- 
thesia, artificial hypothermia, and general 
operative technic in thoracic surgery. 

The chapter dealing with cardiac catheter- 
ization and angiocardiography, and the one on 
anesthesia, by three Swedish contributors, are 
presented in the English language, as is the 
chapter on extracorporeal circulation, by an 
American. The index is in German, with an 
English translation. The illustrations, many 
in color, are unusually clear and instructive. 

This standard work will, no doubt, serve the 
thoracic surgeon and his team exceedingly 
well. It is also recommended to all those 
primarily concerned in any way with diseases 
of chest organs generally. The book has no 
highlights! It is a fountain of knowledge and 
inspiration and should have its place in every 
hospital library. 


ERNEST G. ABRAHAM, M.D.f 


Manuel de Traumatologie (Manual of 
Traumatology). By Georges Rieunau. Paris: 
Masson & Cie, 1958. Pp. 220, with 107 illus- 
trations. 


This handbook reveals what can be accom- 
plished by reparative and reconstructive sur- 
gical treatment for correction of lesions of 
the extremities, shoulders, spinal column and 
pelvic girdle. Advancement in surgical tech- 
nic, anesthesia and reanimation have made it 
feasible for the traumatic surgeon to correct 
many lesions formerly treated by conservative 
orthopedic measures. This didactic work is 
based on the author’s twenty-five years of 
experience. He discusses his aims, the means 
now at his disposal and the results to be ex- 
pected from reparative operations. He agrees 
with current classic technics but does not 
hesitate to express his preferences in handling 
certain complex fractures of the spinal column 
and the lower extremities. 

Part 1 is devoted to trauma of the upper 
extremities and the scapulae. It includes ana- 
tomic and physiologic considerations of the 
shoulder and paralysis caused by traumatic 
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elongation of the brachial plexus, as well as 
recent, late and recurrent dislocation of the 
shoulder. Surgical treatment, including vari- 
ous types of grafting, is described, as is im- 
mobilization with plaster casts. Fracture and 
trauma of the elbow and tendons of the fore- 
arm and hand are discussed. 

Part 2 deals with fracture of the dorsolum- 
bar, lumbosacral and cervical segments of the 
spinal column, usually resulting from violent 
injury occurring in industry, automobile or 
airplane accidents. Each presents individual 
anatomic, pathologic and therapeutic prob- 
lems. A chapter is devoted to fractures of 
the pelvis. In the past these were relatively 
rare; during the past century, Malgaigne col- 
lected only 10 cases of such fractures treated 
at the Hétel Dieu, Paris. The author points 
out that the prognosis formerly was bad in 
cases of severe involvement, but that present- 
day methods of combatting shock at the time 
of the original trauma (transfusion, oxygen, 
plasma and other measures of reanimation) 
save many lives. Separation of the symphysis 
pubis and protrusion of the acetabulum are 
also considered. 

Part 3, on trauma of the lower extremities, 
is devoted to dislocation and fracture of the 
hip and the femoral neck. The etiologic ana- 
tomopathologic, symptomatic, therapeutic and 
prognostic aspects are clearly outlined, as is 
the matter of classification. In young persons, 
surgical correction of fracture of the neck of 
the femur is usually indicated, and the tech- 
nic is described in detail. Fracture of the 
femur and patella (including the semilunar 
cartilage), lesions of the bones of the middle 
third of the leg, malleolus, astragalus and os 
caleis are discussed. 

In this comprehensive work on the man- 
agement of traumatic lesions the author 
points out the possibilities of reconstructive 
operative treatment with restoration of func- 
tion. Many excellent schematic drawings ac- 
company the text. In order to avoid confusion, 
photographs and roentgenograms have been 
deliberately omitted. The author has written 
this handbook for medical students, interns 
and residents in order to interest them in 
traumatology. His direct approach to the sub- 
ject and his masterly solution of problems of 
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indication and treatment and specific surgical 
technics, however, give this book interest to 
the general surgeon and the orthopedist as 
well. 

CHARLES PIERRE MATHE, M.D. 


Operative Surgery. In Eight Volumes. Ed- 
ited by Charles Rob and Rodney Smith. 
Philadelphia: F. A. Davis Company, 1956-58. 
Pp. 2,779. Illustrated. 


When the first volume of this immense 
encyclopedia of surgery appeared in 1956, the 
editors wrote, “By far the best way of learn- 
ing how to perform an operation is to watch 

. an acknowledged master carry out the 
procedure of several occasions.” 

The eight volumes of this work come as 
near to actual personal demonstration of tech- 
nics as would seem humanly possible in a text- 
book. Each of the contributors—there are 
more than a hundred and fifty, and each one 
a recognized expert in his specialty—has pre- 
sented his operations in the way that he does 
them, with step-by-step diagrams. This 
method of presentation is so highly developed 
throughout the series that the text is supple- 
mentary to the illustrations, rather than the 
other way around. 

The emphasis, in each instance, is upon the 
operation itself. Some advice upon diagnosis, 
preoperative and postoperative treatment, 
complications, etc., is given, but the work was 
intended to be a companion to British Surgical 
Practice, which demonstrates these considera- 
tions in detail. 

The editors were assisted by a board of 
consultant and associate editors, consisting of 
J. Crawford Adams, R. J. V. Battle, Sir 
Stewart Duke-Elder, Maxwell Ellis, C. M. 
Gwillim, Wylie McKissock, and Robert Guy 
Pulvertaft. Subject matter and writers were 
chosen with careful evaluation of the sur- 
geon’s contribution to surgery. Thus the 
reader can assure himself in each instance, 
“This is the best way to do this particular 
operation.” 

Arrangement of material follows a regional 
pattern, anatomically speaking. Volume 1 
deals with the surgical treatment of trauma 
and abdominal surgery (part 1); volume 2 
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completes the presentation on abdominal sur- 
gery; volume 3 deals with the rectum and 
anus and with the thorax; volume 4, with 
the head and neck, clearance of lymph nodes, 
vascular surgery and the endocrine glands; 
volume 5, with orthopedic surgery; volume 6, 
with hand amputations, plastic surgery, 
gynecology and obsterics; volume 7, with the 
breast, and genitourinary system, and volume 
8, with neurosurgery, the eyes, the ears, the 
nose and the throat. 

As each volume appeared, it was greeted 
with enthusiasm and high praise. Only the 
most minor criticisms were expressed. We 
feel that the series maintains the high stand- 
ards set by the editors in the beginning, and 
that the set will prove a treasure trove to the 
specialist who sometimes has to operate in 
another field than his own; for the general 
surgeon who occasionally gets into the special- 
ties, and for all practicing surgeons who want 
to know the basic procedures in all fields. 


MAx THOREK, M.D. 


L’Oesophage (The Esophagus). By Guy 
Albot and F. Poilleux, with the collaboration 
of ten staff members of |’Hétel-Dieu. Paris: 
Masson & Cie, 1958. Pp. 274, with 112 illus- 
trations. 


The first book in this series, published in 
1952, dealt with diseases of the bile ducts; 
the second, in 1953, with the stomach; the 
third, in 1954, with the liver and portal vein; 
the fourth, in 1955, with the small intestine, 
colon and rectum, and the fifth, in 1956, with 
the duodenum and pancreas. In the most re- 
cent (sixth) volume, 1957, leading French and 
foreign authorities relate their vast experi- 
ence in the pathogenesis of lesions of the 
esophagus. The work deals with roentgenol- 
ogy, diagnosis, cinematography, esophagos- 
copy, radiotherapy and problems of surgical 
intervention. 

The first chapter, on the technic of examina- 
tion, includes a historical sketch and methods 
for carrying out esophagoscopic investiga- 
tions. Described in detail are roentgen exam- 
ination, exposure, contrast media, and radio- 
graphic and fluoroscopic methods. Great 
possibilities for radiocinematographic study 
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are envisioned, and excellent films of patho- 
logic conditions are presented. 

Chapter 2 is concerned with the cause and 
the medical treatment of ulcerative esophagi- 
tis. The authors point out that progressive 
dysphagia in a man about 50 years of age 
suggests the presence of ulcer or carcinoma 
(in the greater majority of cases). The causes 
of congenital anomalies and their relation to 
gastroesophageal reflux, gastroduodenal ulcer, 
cholecystitis, etce., are discussed. Surgical 
treatment based on correcting the accompany- 
ing stenosis, including resection and minor 
procedures of reposition, with and without 
plastic repair of the mucosa, is described. 

Chapter 3 deals with anomalies of the 
esophagus and with diaphragmatic hernia. 
There is a good description of the physiologic 
aspects of esophageal hiatus, its réle in pre- 
vention of gastroesophageal reflux, movement 
of the diaphragm caused by respiration, etc. 
A detailed roentgen examination of esophageal 
hiatus is described, as are clinical aspects of 
hiatus hernia. Operative repair in 24 cases by 
Frileux and Mozzani was followed by recur- 
rence in 3 instances. Hiatus hernia per se 
is not a disease; one only intervenes to relieve 
its complications—reflux, esophagitis, hemor- 
rhage, compression phenomena, danger of 
strangulation, etc. 

Chapter 4, on pharyngoesophageal and tho- 
racic diverticuli of the esophagus, includes 
pathogenesis, clinical course, diagnosis, endo- 
scopic study and surgical treatment. Roentgen 
diagnosis is accompanied by films outlining 
the esophagus and diverticulum. The impor- 
tance of taking films in the anteroposterior, 
right anterior oblique, left anterior oblique 
and lateral positions is stressed. The authors 
state that radiocinematographic study aids 
in detecting minute lesions and permits the 
study of accompanying functional disturbances 
of deglutition. Surgical extirpation is dis- 
cussed: by the left presternomastoid route for 
diverticula in the cervical portion of the 
esophagus and by the transpleural route for 
those in the thoracic portion. There are films 
of the injected esophagus before and after 
diverticulectomy. 

Chapters 5 and 6 describe carcinoma of the 
lower, middle and upper portions of the esoph- 
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agus. Of the 860 cases of carcinoma of the 
esophagus treated from 1948 to 1957, 475 
occurred in the lower portion of the esophagus 
(395 in the lower portion, 82 in the esophago- 
gastric region). Pathogenesis, mortality and 
survival rates following simple esophagectomy 
and that operation combined with partial gas- 
trectomy are included. Patients with dys- 
phagia should be subjected to meticulous 
roentgen and esophagoscopic study before car- 
cinoma of the esophagus is ruled out. 

Chapter 8 is devoted to the indications for, 
and the results of, surgical treatment of dia- 
phragmatic eventration, including gastropexy, 
plication and a combination of the two. Roent- 
genograms depict points in differential diag- 
nosis between eventration and diaghragmatic 
hernia. 

Chapter 8 deals with the etiologic and 
pathogenic aspects of congenital, acquired and 
functional megaesophagus. The latter includes 
a discussion of toxic, endocrine, nervous and 
reflex types. Excellent photographs depict 
pathologic changes in the nerves that make 
up the plexus of Auerbach. The medical treat- 
ment of alchalasia consists principally in 
dilating the atrophic lower segment of the 
esophagus. Surgical treatment (myotomy) 
should be extended and deep, via the abdomi- 
nal or the thoracic route (Heller’s operation, 
which has given good results; it is followed 
by a mortality rate of less than 1 per cent. 
Unfortunately, this procedure is often carried 
out in a very late stage of the disease.) 

Chapter 9 considers benign strictures and 
those due to caustic burns and inflammatory 
‘processes. Ingested chemicals usually consist 
of well-known corrosive drugs. In certain 
cases, stricture may be aided by repeated dila- 
tion; in others surgical intervention, usually 
in two stages, is required. This includes pre- 
liminary gastrostomy, gastrolysis through an 
abdominal incision, resection of the stenosed 
area and an epigastric laterolateral anastomo- 
sis via the thoracic approach. Benign stenosis 
resulting from burns, instrumental trauma, 
foreign bodies, extrinsic pressure (lymph 
glands, thyroid tumors, anomalies of the 
aorta), etc., is considered. 

This volume, the sixth in a compilation of 
conferences held at l’Hétel-Dieu, Paris, deals 


465 


NEW BOOKS 


with diseases of the esophagus: ulcers, anom- 
alies, diverticula, carcinoma, diaphragmatic 
eventration, megaesophagus and stenosis. The 
authors outline precise methods of diagnosis 
and treatment. They outline the great prog- 
ress made in recent years in the surgical cor- 
rection of esophageal lesions. The book is 
well documented and has excellent films and 
illustrations. 


CHARLES PIERRE MATHE, M.D. 


Principles of Peripheral Vascular Sur- 
gery. By S. Thomas Glasser. Philadelphia: 
F. A. Davis Company, 1959. Pp. 392, with 32 
illustrations. 


This unique book is divided into eighteen 
chapters. Peripheral vascular disease is an 
entity in itself, with specialists to substantiate 
it. Some medical and surgical phases of this 
condition, however, are sometimes theoreti- 
cally inseparable. The advances in prevent- 
ing intravascular clotting plus dry freeze 
grafts have opened up this subject to include 
cardiac and aortic surgical procedures from 
the arch to the bifurcation. 

F. A. Davis have used an excellent grade of 
paper, and the printing of two columns on 
one page makes reading much more acceptable 
and less tiring. 

The first chapter covers the anatomic and 
physiologic aspects of the arteries, and perti- 
nent application of basic anatomic principles 
is applied to the varied locations. Collateral 
blood supply is discussed from a physiopatho- 
logic point of view. A classification of periph- 
eral vascular disease is almost impossible 
to establish. The syndrome is divided into 
pathologic conditions of the arteries, veins 
and lymphatics. The differential diagnosis 
determines the therapy. This includes oscil- 
lometric studies, studies of temperature, re- 
active hyperemia tests, reflex vasodilatation 
and vasoconstriction, sweating tests, deter- 
mination of venous filling time, histamine 
wheal test, saline wheal test, ergometric, 
arteriographic and roentgen tests, use of 
radioactive materials, the fluorescein test and 
capillary microscopic study. The chapter cov- 
ering arterial injury and repair discusses the 
use of grafts and their fate. 
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The chapter on atherosclerosis is the most 
interesting from a popular standpoint, and 
the author employs most of the time and space 
expounding arterectomy, thromboendarterec- 
tomy and the general treatment of atheroscle- 
rosis. The chapter on throboangiitis obliterans 
covers the subject from top to bottom, includ- 
ing a linear differential diagnosis between this 
condition and arteriosclerosis obliterans. Nerve 
blocks, amputation, functional arterial diseases 
and neurovascular lesions are thoroughly cov- 
ered. Refrigeration anesthesia is well elabo- 
rated upon in the chapter on amputation. The 
section on veins is extremely well covered 
from the histologic, embryologic and anatomic 
points of view. Figure 26, showing the varia- 
tions at the saphenofemoral juncture, is very 
good. The chapter on venous thrombosis, 
thrombophlebitis and phlebothrombosis is an 
outstanding contribution to medical literature; 
it is especially noteworthy because the periodi- 
cal literature indicates a controversy at pres- 
ent. The author explains clearly every phase 
of this syndrome, including the use and con- 
trol of anticoagulant therapy. 

This book is highly recommended to in- 
terns, residents, general surgeons and vascu- 
lar surgeons. The author is to be complimented 
on his clear, thorough and intensive manner 
of presenting the clinical phase of peripheral 
vascular surgery instead of taking the didac- 
tic tone. 

JEROME J. MOSES, M.D. 


Men, Molds, and History. By Felix Marti- 
Ibanez. New York: MD Publications, Inc., 
1958. Pp. 114. 


All of Dr. Marti-Ibafiez’ writing on the 
history of medicine is exciting. He presents 
the searchings of medical scientists as a con- 
tinuing adventure and a part of the cultural 
evolution of mankind. His approach, there- 
fore, is both scientific and philosophic, and 
his work has a broad appeal, reaching far 
beyond the medical world. He correlates medi- 
cal history with the history of mankind. 

The nine chapters of this text are gathered 
from the medical literature in which they first 
appeared, and some were first read at various 
symposiums on antibiotics. The papers are 
concerned with the historical perspectives of 
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antibiotics, the philosophic impact of anti- 
biotics on clinical medicine, antibiotics and 
the medicine of the future, etc. There is a 
fine tribute to Sir Alexander Fleming. The 
author considers antibiotics and the problem 
of medical communication, words and re- 
search, and the clinical case history. 

This is a gem of a book, which everyone 
interested in social progress in the broadest 


sense should read. 
M. T. 


The Middle Ear. By Heinrich G. Kobrak. 
Chicago: The University of Chicago Press, 
1959. Pp. 254, with 232 illustrations, 6 in 
color. 


Dr. Kobrak’s posthumous book proves again 
what a truly inspired scientist he was. His 
contributions to knowledge of the ear have 
been great, and he has bequeathed to the pro- 
fession a collection and summarization of them 
in this marvelous book, which is entirely de- 
voted to the middle ear. 

The first part of the book contains chapters 
on anatomy, physiology, observations, photo- 
graphic methods, tests of hearing and patho- 
logic conditions of the middle ear. Here 
Kobrak points out that the conductive ap- 
paratus of the middle ear includes the peri- 
lymph of the inner ear, which conducts sound 
to the organ of Corti. 

The second part of the book has chapters 
written by surgeons of international repute, 
on modern technics for surgical treatment of 
the middle ear. The need for this book is 
urgent, since the renaissance of otic surgery 
has made it imperative that every otologist 
inform himself about the function of the 
middle ear and the preservation or restoration 
of hearing. 

Kobrak states: “Otology passed an impor- 
tant milestone when the introduction of anti- 
biotics and sulfa drugs eliminated most anti- 
phlogistic surgery . . . The actual therapeutic 
improvement of middle ear function is now 
possible . . . The careless destruction and re- 
moval of important structures of the middle 
ear in the name of safety has become as 
undesirable and obsolete as avoidable amputa- 
tions are in surgery.” 

Kobrak personally wrote the first part of 
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the book, which contains lucid, detailed de- 
scriptions of the structure of the ear, the 
auditory stimulus and middle ear function. In 
another chapter he describes his personal and 
highly successful technics for studying the 
middle ear by means of the stroboscopic mo- 
tion picture camera and his observations of 
the stapedius reflex. He has interspersed 
relevant historical notes throughout, but de- 
spite the great care and detail spent on each 
facet of middle ear function, he has chosen 
only subject matter that has a practical value 
for the otologist. 

Dr. Alva Wilska, a physiologist, presents a 
chapter on his studies of the movements of 
the ear drum. Another chapter contains re- 
vealing and enlightening information about 
hearing tests, in which J. F. Fournier, an 
audiologist, gives an understandable descrip- 
tion of bone conduction tests. 

In the part of the book concerned with 
treatment there is a description of the medi- 
cal and surgical procedures that restore mid- 
dle ear function. J. R. Lindsay, who wrote 
the foreword and completed Dr. Kobrak’s un- 
finished work, elucidates on otosclerosis and 
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the fenestration operation. Samuel Rosen de- 
scribes stapes mobilization and oval window 
fenestration. Kobrak describes prosthetic aids 
in relation to chronic disease of the middle 
ear. Horst Wullstein and Fritz Zoellner tell 
of their monumental and original researches 
in tympanoplasty and plastic operations on 
the middle ear. 

One of the essential values of this book is 
that the cardinal writings of a number of 
leading otologists are collected and condensed, 
so that the reader may study them without 
a tedious perusal of more involved periodicals 
and texts. 

The only fault one can find with the book 
is that the quality of the photo-engraving is 
sometimes poor. Dr. Kobrak’s colored photo- 
graphs of the ear drum are not of the best 
quality, and some are mounted 90 to 180 
degrees from the correct- position. 

The book must be considered a standard 
text for the library of the department of 
otolaryngology in every medical school, of 
every otologist and of all others interested in 


the middle ear. 
H. C. V. 


William Beaumont recognized, grasped, and improved the opportunity which fell 
in his path, with a zeal and an unselfishness not excelled in the annals of medical 


science. . 


. . His work remains a model of patient, persevering investigation, experi- 


ment, and research, and the highest praise we can give him is to say that he lived 
up to and fulfilled the ideals with which he set out and which he expressed when 
he said: “Truth, like beauty, when unadorned, is adorned the most. and, in prosecut- 
ing these experiments and inquiries, I believe I have been guided by its light.” 


467 


—Osler 








Abstracts from Current Literature 











Duodenal and Gastric Ulcer in the Same 
Patient. Aagaard, P., Andreassen, M., and 
Kurz, L., Lancet 1:1111, 1959. 


A review of 313 cases of gastric ulcer, re- 
vealed that gastric ulceration was associated 
with duodenal ulceration in 120. These were 
divided into three groups. 

In 94 instances the duodenal ulcer was fol- 
lowed by gastric ulceration. In 8, the patients 
had both duodenal and gastric ulcers. In 18 
the gastric ulceration preceded the duodenal 
ulcer. 

The authors were unable to conclude 
whether most gastric ulcers are preceded by 
a duodenal ulcer or whether there are two 
types of gastric ulcer, one preceded by duo- 
denal ulceration and one a primary lesion. 

A gastric ulcer following a duodenal ulcer 
may be explained in two different ways: 

1. The disease may begin as an active ulcer 

with hypersecretion of acid, which is 
gradually superseded by normal or di- 
minished secretion. 
The disease may begin with a duodenal 
ulcer, which results in organic or spastic 
pyloric stenosis and the development of 
an ulcer proximal to the stenotic area. 


JAMES H. ERWIN, M.D. 


Retrosternal Artificial Esophagus from 
Jejunum and Colon. Petrov, B. A., Surgery 
45:890, 1959. 


The author performed 78 retrosternal esoph- 
agoplasties on patients with benign strictures 
due to the ingestion of caustics. A jejunal loop 
was used in 55 instances, and the right or the 
left half of the colon was used as an artificial 
esophagus in 23. 

From this experience the author concludes 
that if the blood vessels of the mesentery of 
the jejunum are favorably placed, and when 
the risk of necrosis is lowered, the use of a 
jejunal loop for the retrosternal operation is 
most satisfactory from the functional point 
of view. The left half of the colon is preferable 
to the right, because it functions perfectly; 
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owing to its shortness, however, its mobiliza- 
tion is not always possible. The functional re- 
sults after use of the right half of the colon 
are not satisfactory, owing to the obstruction 
produced by the ileocecal valve. 


S. ATTAR, M.D. 


The Use of Intravenous Pituitrin in Treat- 
ment of Bleeding Esophageal Varices. 
Schwartz, S. I., Bales, H. W., Emerson, G. L., 
and Mahoney, E. B., Surgery 45:72, 1959. 


Several investigators have reported a fall in 
portal pressure with the use of intravenous 
pitressin. The extract of the pituitary gland 
will produce diffuse vasoconstriction of the 
arterioles. The authors used intravenous sur- 
gical pituitrin in the cases of 11 patients with 
acutely bleeding esophageal varices. Twenty 
units of surgical pituitrin in 200 cc. of 5 per 
cent dextrose in distilled water was adminis- 
tered at half-hour intervals. This drug is 
contraindicated in the presence of angina pec- 
toris and coronary insufficiency. Its use should 
be considered in the control of acutely bleed- 
ing esophageal varices. 


ERNEST G. DEBAKEY, M.D. 


Postphlebitic Syndrome: Treatment by 
Medical Transplanting of the Internal Saphe- 
nous. Palma, E. C., and Esperon, R., Angi- 
ology 11:87, 1959. 


The authors state that the postphlebitic syn- 
drome is frequently observed in Uruguay, as 
it is in the rest of the world, and present data 
to support its incidence in that area. 

In their opinion, although many operative 
procedures such as lumbar sympathectomy, 
neurectomy of the saphenous (internal) vein, 
or resection of varicose veins have offered 
great early promise, the end results after pro- 
longed observation of the patients have not 
been good. 

They cite other investigators who have 
approached this problem in a manner similar 
to theirs and then give a brief summary of 
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the 3 cases in which they have operated, using 
the recommended procedure. The operation it- 
self is essentially a bypass operation for 
shunting blood up the opposite side when the 
iliac vein of one side or the other is involved. 
The saphenous is freed and divided at one 
point. The freed length of saphenous vein is 
then passed through a subcutaneous tunnel to 
the other side, and the free end is anastomosed 
to the superficial femoral vein. By this proce- 
dure they have made a vascular bridge for the 
return of venous blood from the femoral vein 
in the diseased areas to the normal femoral 
vein by a subcutaneous suprapubic tunnel. 
The authors are convinced that this is a 
rational approach to the problem in those 
cases in which the postphlebitic syndrome is 
due to segmental occlusion of an iliac vein. 


Louis M. BARBER, M.D. 


Culposcopy—an Aid in the Detection of 
Early Cancer and Precancerous Conditions 
of the Cervix. Salzer, R. B., J. Obst. & Gynec. 
13:451, 1959. 


The author emphasizes the importance, for 
complete cure, of early detection of carcinoma 
of the cervix. He emphasizes use of the col- 
poscope which is merely a microscopic instru- 
ment for visualization of the cervical tissue 
under high magnification. He reports 246 col- 
poscopic-cytologic examinations of the cervix, 
with 21 cases (8.5 per cent) in which biopsy 
was indicated by colposcopic data. 

Premalignant or malignant disease was ob- 
served in 4 patients. Of these, cytologic studies 
gave negative results in 2 and doubtful results 
in 1; in 1 case, inadequate material was sub- 
mitted. This shows that there is good reason 
to use additional methods such as colposcopic 
study, for early diagnosis of carcinoma of the 
cervix. 

J. A. ZIEMAN, M.D. 


Carcinoma Corporis Uteri. Kneale, B., Aus- 
tralian and New Zealand J. Surg. 28:161, 
1959. 


The endometrium is the third most common 
site for malignant tumor of the female genital 
tract. 
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Operation in “inoperable” cases often pal- 
liates suffering to a pronounced extent and 
prolongs survival. 

Irradiation alone should be reserved for 
the exceptionally ill or enfeebled patient. 

Irradiation and surgical intervention are 
warranted on the basis of results in all other 
cases. In a very few, technical difficulties 
prevent treatment by irradiation, or subse- 
quent surgical investigation may prove a 
tumor inoperable. 

EDMUND LISSACK, M.D. 


Full Thickness Bladder Flap for Recon- 
struction of Contracted Vesical Neck. Hud- 
son, P. B., and Sceardino, P. L., Surg., Gynec. 
& Obst. 107:795-798, 1958. 


Contracture of the vesical neck follow- 
ing operations on the prostate and the neck 
of the bladder, especially transurethral resec- 
tion, is common. 

In the authors’ opinion this contracture can 
be attributed to scarring at a depth beyond 
the area resected with the electrotome. The 
recurrence will take place as soon as enough 
time has elapsed for lineal contracture of the 
new scar. 

The authors have devised an operation in 
which fresh tissue, which will not undergo 
cicatricial change, is used. The operation 
utilizes a full thickness flap of anterior blad- 
der wall to replace the dorsal portion of the 
contracted bladder neck that has been excised. 

The authors have used this procedure on a 
contracture following (1) prostatic resection, 
(2) chronic inflammation, (3) congenital con- 
tracture of vesical neck in a 9-year-old boy, 
and (4) rigidity of the vesical neck secondary 
to operations on the female pelvis. 


SHEPARD JEROME, M.D. 


Polyps of the Colon and Rectum. Rider, 
J. A., Karsner, J. B., Moeller, H. C., and Pal- 
mer, W. L., J.A.M.A. 170:633, 1959. 


The authors report 9,669 proctoscopic exami- 
nations, in a six-year period, with detection of 
polyps in 537 patients. Follow-up studies of 
the “positive” patients revealed formation of 
new polyps in 41 per cent four to nine years 
later, with a greater increase in incidence 
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among those who originally had multiple 
polyps. The incidence of carcinoma of the 
colon was twice as high for patients who had 
multiple polyps as for those who had not. 
Local removal appeared to be adequate for 
benign polyps, as well as for adenocarcinoma 
within reach of the proctosigmoidoscope. 
Patients with polyps should be checked 
yearly for at least five annual “negative” 


studies. 
J. A. ZIEMAN, M.D. 


The Late Development of Gastric Cancer 
After Gastroenterostomy and Gastrectomy 
For Peptic Ulcer and Benign Pyloric Steno- 
sis. Pack, G. T., and Banner, R. L., Surgery 
44:1024, 1958. 


The late development of gastric carcinoma, 
after gastroenterostomy and gastrectomy, 
from peptic ulcers and pyloric stenosis has 
been well documented. The authors report 19 
cases in which an average period of thirteen 
years elapsed between operation and the sub- 
sequent known onset of gastric carcinoma. 
Sixteen patients had duodenal ulcers; 2 had 
benign gastric ulcers, and 1 had a reticulum 
cell sarcoma on the distal end of the stomach. 
Gastroenterostomies were performed on 15 
and subtotal gastrectomies on 4. The lesion 
was located at the gastrojejunal stoma in 13 
patients, in the cardia in 4 patients, in the 
prepyloric area in 1 and widely distributed in 
1. The bathing of the gastric mucosa by alka- 
line bile and pancreatic juice may be an irri- 
tating factor. The lesion is usually polypoid 
or mixed ulcerative and polypoid. Seven of 
the 19 patients underwent gastrectomy; of 
these, 3 are living and well. 


ERNEST G. DEBAKEY, M.D. 


Use of Intact Omentum for Closure of Full 
Thickness Esophageal Defects. Moore, T. C., 
and Goldstein, J., Surgery 45:899, 1959. 


This study was carried out to estimate the 
suitability of intact omentum for the closure 
of relatively large full thickness defects of 
the lower portion of the esophagus. The omen- 
tum was brought into the left side of the 
chest through a hole in the diaphragm and 
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was secured to the margins of the defect with 
interrupted sutures of silk. 

Thirty-nine dogs were used in this study, 
with satisfactory results in 32. Healing gen- 
erally appeared complete between two and 
three months after closure of the defect. The 
authors conclude that intact viable omentum 
brought on a pedicle through the diaphragm 
may be used for closure of esophageal defects 
and support of esophageal anastomoses. 


S. ATTAR, M.D. 


On the Pathogenesis of Cancer. Smithers, 
D. W., Lancet 1:589, 1959. 


In this author’s opinion the possible isola- 
tion and injury of tissue is a physiologic 
initiator of new growth. If this view is cor- 
rect, the causes of tissue malformation must 
be sought in the dynamic expression of the 
interaction between cells and their environ- 
ment, expressed in terms of disturbance in 
normal processes. 

It would seem that a return to normal de- 
velopment and repair will be necessary to iden- 
tify the mechanisms that become deranged in 
the presence of neoplasia. Starting with simple 
organisms which exhibit a number of con- 
trolled deviations from their paths of indi- 
vidual development, such as vegetative repro- 
duction and regeneration, it is apparent at once 
that these processes have much in common 
with neoplasia. 

So much remains to be learned about ma- 
lignant disease that the question of its origin 
assumes an importance impossible to overesti- 
mate. Any suggestion within the bounds of 
reason should be given due consideration. The 
opinion here presented is interesting and pro- 
vocative of thought. 

EDMUND LISSACK, M.D. 


Rupture of the Uterus. Golden, M. L., and 
Betson, J. R., J. Obst. & Gynec. 13:506, 1959. 


An eighteen-year review from the Inde- 
pendent Obstetrical and Gynecological Service 
of the Charity Hospital of New Orleans is 
presented. Among the 36,200 deliveries that 
occurred in the eighteen years, there were 23 
cases of rupture of the uterus. This is an 
incidence of 1:1,570, with a 9 per cent ma- 
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ternal and a 41 per cent infant mortality rate. 
Previous cesarean section, previous infection, 
previous intrauterine manipulation and _ in- 
judiciously used Pitocin all contributed to the 
rupture. In a multigravida, of less than eight 
hours’ duration, particularly in association 
with one or more of the aforementioned fac- 
tors, often leads to rupture of the uterus. 


EDMUND LISSACK, M.D. 


Epidemiology of Carcinoma of the Breast. 
Schneiderman, M. A., M. Annals 27:275, 
1958. 


Three hypotheses that have come under 
some discussion in the literature are exam- 
ined: 

1. Carcinoma of the breast is largely a 
disease of hormonal origin. (A corollary, which 
is not considered here, is that is should, there- 
fore, be largely controllable by hormonal 
means. ) 

2. Early diagnosis is of minor consequence 
only, because the disease is essentially not 
curable by any means at present available. 

3. Irradiation in the treatment of mam- 
mary carcinoma is probably harmful. 

In an area in which there is so much con- 
troversy, it should be clear that some sur- 
geons, at least, have not yet convinced their 
colleagues of the virtue of their views. Of 
course, the horrible possibility exists that one 
may be wrong and one’s colleagues right, and 
that their unreasonable obduracy has a valid 
basis; in such circumstances both sides should 
be willing to submit their ideas to test. They 
should agree to conduct an experiment of 
which both approve, in the hope that these 
may be settled. 

WILLIAM E. NortH, M.D. 


Stress Incontinence of Urine in the Female 
and Sling Operation. Hiilesmaa, V., Ann. 
Chirurg. et Gynaec. Fenn. 46:384, 1957. 


A sling operation was performed in 73 cases 
at the Helsinki University Women’s Clinics 
from 1951 to 1956. Recurrences were noted 
in 19 of the cases and symptoms of uterine 
prolapse in 28. The cases were classified 
according to the degree of severity: Grade 1 
(2 cases, no recurrences or prolapse), involun- 


471 


ABSTRACTS 


tary urinary leakage on sudden rise of intra- 
abdominal pressure, e.g., coughing; Grade 2 
(42 cases, 9 recurrences, 14 uterine pro- 
lapses), leakage without major rise of pres- 
sure, e.g., walking; Grade 3 (29 cases, 10 
recurrences, 14 prolapses), severe inconti- 
nence even during rest. 

The principal cause of stress incontinence 
is obstetric trauma, which may occur even 
during a normal delivery, owing to displace- 
ment of the urethra and the bladder neck. 
Until recently surgical treatment has aimed 
primarily at elevation of these structures; 
additionally, attempts have been made to im- 
prove sphincteric function by utilizing, for 
instance, the muscles of the pelvic floor. The 
surgical procedure has often included narrow- 
ing of the urethral lumen. Nearly 100 differ- 
ent operations, with a cure rate ranging from 
0 to 94 per cent, have been reported in the 
literature. This indicates that the cause of 
stress incontinence has not been definitely 
clarified. Doubts have been expressed as to 
whether a sphincter or sphincters can be 
spoken of in connection with the control of 
micturition. The muscle fibers in the urethral 
wall divide into thin cords on its dorsal side 
and do not encircle the urethra as presupposed 
by the sphincter concept. The actual function 
of these muscle fibers would thus consist in 
removal of the urine remaining in the urethra 
after micturition. According to more recent 
views, bladder control and micturition are 
based on muscle action at the urethrovesical 
juncture, and thorough radiologic studies, 
especially lateral cystourethrographic studies 
of women, have added to knowledge of the 
mechanism of bladder control. The phases of 
micturition from the point of view of stress 
incontinance are described. 

Roentgen evidence suggests that a mere 
downward displacement of the urethra and 
the bladder neck is not of decisive importance. 
Thus, a patient may have severe prolapse of 
the uterus without incontinence if only the 
urethrovesical angle has been preserved. Con- 
versely, incontinence has been observed imme- 
diately after operations for prolapse, owing 
to a more or less obliterated angle. 

So-called sling operations are technically 
more difficult than the numerous operations 
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usually performed by the vaginal route only, 
and urethral and vesical lesions and complica- 
tions are apt to occur more frequently. A flap 
of fascia, freed from the aponeurosis of the 
abdominal wall muscles, is utilized to form a 
sling that elevates the urethral base and blad- 
der neck in a hooklike manner. It can be 
assumed, however, that the main importance 
of the sling consists in the prevention of exces- 
sive descent of the urethrovesical juncture 
rather than in its elevation. 

The combined abdominovaginal method was 
introduced by Stoeckel. A number of modifica- 
tions have been described. For sling operations 
suitable cases must be selected. The patient’s 
general condition must be good, and at least 
six months must have passed since the last 
delivery or a previous operation for incon- 
tinence. 

Of the author’s series of 73 cases, lateral 
urethrocystographic studies were done pre- 
operatively in 17. In 14 the posterior ure- 
throvesical angle was pathologically widened. 
Operative procedures in connection with de- 
livery were exceptionally frequent (8 forceps 
and 9 breech deliveries). Incontinence began 
immediately post partum in one-third of the 
cases. The method of operation used was 
abdominovaginal in 64 cases and abdominal in 
9. The abdominovaginal method appears pref- 
erable, having the lower incidence of com- 
plications. Follow-up data in 69 cases indi- 
cated cure in 46 and improvement in 20. In 
6 (9 per cent) the patients remained un- 
changed despite the operation. 


ERNEST G. ABRAHAM, M.D.+ 


Postoperative Irradiation of 86 Cases of 
Carcinoma of the Cervix. Liegner, L. M., 
Olson, M., and Nickson, J. J., Surg., Gynec. 
& Obst. 108:318, 1959. 


The accepted opinion that carcinoma too 
deeply seated or too widespread for removal 
at operation is rarely controlled by subsequent 
radiotherapy is not accepted by the authors. 
They report occasional control of massive 
metastases, concluding that, at times, radio- 
therapy can be effective. 


+ Deceased. 
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In this article an attempt is made to deter- 
mine whether or not postoperative irradiation 
is of value. 

Eighty-six cases of cervical carcinoma 
treated by operation and postoperative roent- 
gen therapy were studied. 

Twenty-nine (34 per cent) of the patients, 
irrespective of their category as to roentgen 
therapy, survived more than eighteen months 
and obtained worth-while palliation from ir- 
radiation. In the remaining patients the ex- 
tent of the disease in the pelvis or the presence 
of para-aortic nodal metastases projected 
radiation therapy into the unenviable position 
of a measure for last resort. 


FREDERICK B. JONES, M.D. 


Observations on the Pathogenesis of Gas- 
tric Ulcer. Marks, I. N., and Shay, H., Lancet, 
1:1107, 1959. 


The authors studied a series of gastric 
ulcers against the background of the situation 
of the ulcer in the stomach, the histologic 
appearance of the gastric mucosa and the as- 
sociated secretory patterns. 

Certain differences in gastric and duodenal 
ulcers are emphasized. In patients with duo- 
denal ulcer, the gastric secretion is higher, the 
acid-bearing area of the stomach larger, the 
gastric mucosa thicker and the parietal-cell 
mass greater than in normal persons. Gastric 
ulcer is usually associated with normal or 
subnormal secretion and atrophic mucosal 
changes. 

Duodenal ulceration may occur either in nor- 
mal mucosa exposed to abnormally high acid- 
pepsin secretion or in mucosa abnormally sus- 
ceptible to injury even by diminished acid- 
pepsin secretion. Long-standing hypersecretion 
may lead to chronic pyloric gastritis, with 
diminishing mucosal resistance and formation 
of a gastric ulcer. The ulcer may initiate 
spreading atrophic gastritis with decrease of 
the secretory activity. This sequence suggests 
a similarity between gastric and duodenal ul- 
cerations. The area of the pyloric gland is the 
most common site of gastric ulcer; here, 
resistance is lower and trauma greater. 


r 


JAMES H. ERWIN, M.D. 
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Statistical Review of Five-Year Survivals 
After Surgery For Carcinoma of the Esoph- 
agus and Cardiac Portion of the Stomach. 
Nakayama, K., Surgery 45:883, 1959. 


Nine hundred and thirty-three cases of car- 
cinoma of the esophagus and cardiac portion 
of the stomach, exclusive of carcinoma of the 
cervical segment of the esophagus, were 
studied. The operative mortality rate was 
5.8 per cent (56 cases), which is much lower 
than that reported by others (14.1 to 50.4 
per cent), the main reason for the lower sur- 
gical mortality rate being the use of ante- 
thoracic anastomosis as opposed to the intra- 
thoracic anastomosis used by others. The five- 
year survival rate after successful operation 
in 286 cases was 12.2 per cent (35 cases). 
Excluding carcinoma of the cardiac portion 
of the stomach, 87 carcinomas of the esophagus 
were operated upon, with a five-year survival 
rate of 18.4 per cent (16 cases). Ten of the 
16 were carcinomas of the upper or middle 
portion of the esophagus, and in all of them 
antethoracic esophagogastrostomy was per- 
formed. The five-year survival rate in these 
10 cases was 16.4 per cent, which was rela- 
tively better than the 6 per cent obtained by 
Sweet (1956). 

The author concludes that antethoracic 
esophagogastroanastomosis yields a lower op- 
erative mortality rate and better long term re- 
sults than does intrathoracic anastomosis. 


S. ATTAR, M.D. 


Hemisulfur Mustard in the Palliation of 
Patients with Metastatic Ovarian Carcinoma. 
Green, T. H., Jr., J. Obst. & Gynec. 13:383, 
1959. 


The author describes the use of hemisulfur 
mustard, a derivative of mustard gas with 
reduced toxicity, in the palliative treatment 
of 36 patients with metastatic ovarian carci- 
noma, all of whom had undergone previous 
irradiation and/or surgical treatment. 

The technic of administration, which may 
be either intravenous or intraperitoneal, is 
described. Seventy per cent of the patients 
obtained some beneficial effect as to comfort, 
a feeling of well-being and the ability to re- 
turn to their normal activities for some time. 
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The best results were elicited in the suppres- 
sion of ascites, which was complete in 62 per 
cent, with a significant decrease in 15 per 
cent. The longest period of survival was 
thirty-three months. 

The author concludes that hemisulfur mus- 
tard is one of the most effective palliative drugs 
available for patients with metastatic ovarian 
carcinoma with ascites. 


J. A. ZIEMAN, M.D. 


The Surgical Approach to Ulcerative Coli- 
tis. Ravitch, M. M., Wisconsin M. J. 58:147, 
1959. 


This author briefly reviews the history of 
the surgical approach to ulcerative colitis, 
mentioning sigmoid colostomy, ileostomy and 
finally one-stage ileostomy with complete 
colectomy and abdominal-perineal resection. 

Indications for pancolectomy in cases of 
ulcerative colitis are as follows: 

1. Intractable colonic disease with debility, 
anemia, arthritis or incapacitating diar- 
rhea. 
Life-threatening, fulminating attacks with 
high fever, tachycardia, edema, hypo- 
proteinemia, free perforation or threatened 
perforation. 
Massive hemorrhage. 
Long-continued disease with severe radio- 
logic deformity, even in patients sympto- 
matically comfortable. 
The remainder of the article describes in 
detail the preoperative and postoperative care 
of the patient. 

JAMES H. ERWIN, M.D. 


A New Method for the Reconstruction of 
the Urinary Tract: Bladder Flap Tube. Tsuji, 
I., Kuroda, K., and Ishida, H., J. Urol., 81:282- 
286, 1959. 


The authors describe their method of form- 
ing a bladder flap tube from parallel incisions 
made through the bladder. The bladder is 
closed under this flap and replaced in its 
normal position. The authors operated on 50 
dogs in this fashion and observed by histologic 
study that after five weeks the tube formed 
by the flap was completely surrounded by 
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muscle. The newly constructed tube was con- 
tinuous with the vesical cavity, but no urine 
was found in the tube; this they attribute to 
a valvelike action of the flap at the entrance 
to the bladder. 

Utilizing the technic they had developed on 
experimental animals, the authors followed 
this procedure in the cases of 2 women. In 1, 
who had urethral carcinoma and had under- 
gone urethrectomy, the flap procedure was 
performed, producing a permanent suprapubic 
fistula. There was a leakage of urine, how- 
ever, so the operation was not satisfactory. 
The other case was that of a 12-year-old girl 
who had severe urethral injury due to a motor 
accident. The flap was brought out to the 
vestibule under the symphysis, and the child 
was continent with a bladder capacity of 
200 ce. ; 

The authors envision the use of this flap 
for reconstruction of the lower portion of the 


ureter as well. 
SHEPARD JEROME, M.D. 


A Clinicopathologic Study of 172 Patients 
with Primary Carcinoma of the Ovary. Tur- 
ner, J. C., Jr., ReMine, W. H., and Dockerty, 
M. B., Surg., Gynec. & Obst. 109:198, 1959. 


During a 5-year period 1945 through 1949 
a clinicopathologic study was made of 172 
cases of primary carcinoma of the ovary en- 
countered at the Mayo Clinic. The peak age 
incidence was in the sixth decade of life, and 
the commonest symptoms were abdominal pain 
and swelling. 

The relative overall five-year survival rate 
was 54.3 per cent. When the papillary serous 
cystadenocarcinomas were excluded from the 
analysis, the overall five-year survival rate 
was 49.4 per cent. 

The prognosis depends chiefly on the his- 
tologic type of tumor and the histologic degree 
of malignancy, both of which control, to a 
large degree, the clinical extent of the disease. 

The clinical extent of the disease at the 
time of exploration seems to be the determin- 
ing factor in survival when the cystic com- 
ponent of the ovarian carcinoma is ruptured 
at the time of surgical removal. 


EDMUND LISSACK, M.D. 
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Results of Treatment of Cystic Disease of 
the Breast. Hendrick, J. W., Surgery 44:457, 
1958. 


The author reviews the vast literature deal- 
ing with the extensive terminology, etiologic 
background, premalignant nature and treat- 
ment of cystic disease of the breast, which is 
the abnormal condition most frequently en- 
countered in the management of diseases of 
the mammary gland. He concludes that it has 
caused nothing but confusion in the minds of 
many. Early investigators held the view that 
cystic disease was not neoplastic in origin but 
resulted from an inflammatory reaction; 
hence, the term “chronic cystic mastitis” was 
widely adopted and has probably been the 
greatest handicap to an understanding of the 
disease, because of the assumption of an in- 
flammatory origin. 

This report includes the clinical histories, 
operative observations, pathologic reports, 
treatment administered, and follow-up exami- 
nations of 90 per cent of a series of 484 
private patients. The study was undertaken 
to determine the results of conservative ther- 
apy for cystic disease of the breast and to 
present any possible clues to its cause, any 
hormonal influences that may affect the proc- 
ess and the relation of cystic disease and mam- 
mary carcinoma. 

Extensive research has demonstrated that 
continued estrogenic stimulation in ovariec- 
tomized mice will produce proliferation and 
metaplasia of the mammary duct epithelium 
with dilatation of the ducts and acini; micro- 
cysts will form. This histologic picture in 
mice is comparable to cystic disease in the 
human patient, except that in the mouse the 
entire breast is affected, whereas clinically 
the disease is usually localized to one segment 
of the breast. Kier and his associates may 
have thrown a beam of light upon the hor- 
monal influence when, in 15 consecutive cases, 
they discovered associated abnormal changes 
in the endometrium, a biopsy of which was 
done simultaneously with that of the breast, 
indicating the possible lack of an estrogenic 
antagonist rather than excessive estrogenic 
stimulation. 

It seems feasible, if excessive estrogenic 
stimulation is the cause of metaplasia and 
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proliferative changes in the duct epithelium 
and stroma, that the age of the patient and 
the duration of the stimulus may have a bear- 
ing on benign and malignant lesions of the 
breast. For example, if such a stimulus is 
present in a patient in her twenties, a fibro- 
adenoma would result; in the same patient 
between the ages of 35 and 45 years the 
stimulus would result in cystic disease and 
possibly, if it persisted after the menopause, 
in malignant change. This, of course, is 
purely speculative. 

The extensive use of estrogens in all forms 
for so-called ‘menopausal symptoms” in pa- 
tients with nervous phenomena certainly 
should increase the statistical incidence of 
cystic disease and carcinoma of the breast if 
the theory could be proved that estrogenic 
stimulation is related to these conditions. 
Since 1940, at least 60 per cent of the patients 
in whose cases the author has made a diagnosis 
of cystic disease or carcinoma of the breast 
had been given estrogenic therapy in varying 
amounts over periods ranging from months to 
several years. A number of these patients 
who were past the menopause stated that their 
breasts had been free of symptoms until the 
administration of estrogen therapy, after 
which they became tender, tense, painful, 
firm and nodular. 

It has been established by Goldberg and his 
associates that carcinoma of the breast devel- 
ops in approximately one of every 20 women 
in the state of New York in a lifetime. A 
careful follow-up of this series of 484 patients 
with cystic disease for periods of five to 
eighteen years disclosed that carcinoma of the 
breast developed in only 4. Of 452 patients 
with primary carcinoma of the breast who 
were treated during the same period, 4 had 
previously undergone operations elsewhere for 
benign lesions of the breast. 

Since some authors consider cystic disease 
of the breast a precarcinomatous lesion and 
recommend simple mastectomy for its treat- 
ment, the management of this disease poses 
two important questions to the clinical sur- 
geon: What advice is he to give patients who 
consult him for painful, nodular breasts, and 
what source of authority will provide him 
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with an intelligent answer? It is the author’s 
practice, when a diagnosis of cystic disease 
has been established, to assure the patient 
that she is no more liable to carcinoma of the 
breast than is any patient of comparable 
age without cystic disease and that simple 
mastectomy is not necessary except in rare 
cases. Patients in the earlier period of men- 
strual life, with small, nodular, painful 
breasts, are given progesterone in oil, 20 mg. 
twice weekly for two weeks before menstrua- 
tion, which produces some symptomatic relief. 

Since 1933 the author has used aspiration 
therapy for discrete cysts of the breast, pro- 
vided the patient agrees to return at regular 
intervals for further examination. This pro- 
cedure is economical for the patient, and in 
only 7 of the 167 patients with discrete lumps 
treated by aspiration was there a residual 
mass after dry aspiration. In the cases of 
these 7 patients the tumors were surgically 
excised and were all benign. 

Patients with discrete cysts are advised that 
if aspiration produces bloody fluid, if the lump 
does not completely disappear after aspiration, 
if fluid is not obtained or the lump returns 
after a second aspiration, the area of breast 
involved will be excised for histologic exami- 
nation. Regular follow-up examinations of 
patients in whose cases aspiration was per- 
formed demonstrated that carcinoma was not 
overlooked in any instance. 

Of 314 patients who had either a discrete 
cyst or an area of cystic disease localized to 
one segment of the breast, 311 underwent 
surgical excision of the involved area. In 3 
cases simple mastectomy was done owing to 
severe mastodynia and the fact that the in- 
volved breasts were riddled with small cysts; 
in all 3 cases there was history of mammary 
carcinoma in several members of the immedi- 
ate family. 

In 67 patients treated either by aspiration 
therapy or by surgical excision of a discrete 
cyst or segment of breast affected with cystic 
disease, a second cyst developed in the same 
or the opposite breast after periods ranging 
from several months to sixteen years. The 
new cysts were successfully treated by aspira- 
tion therapy. ARTHUR A. Woop, M.D. 
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